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Honorary Consulting Physician to the Harrogate and District General Hospital 


The function of the opener of a discussion on the subject 
of “rheumatoid arthritis ” is, I take it, first of all to give 
a concise summary of the present state of our Knowledge ; 
secondly, to indicate the gaps in that knowledge which 
require filling ; and, thirdly, to stimulate discussion in a 
somewhat provocative way. The discussion has been 
wisely limited to rheumatoid arthritis, properly understood. 

As a Starting-point | propose to take the Report of the 
B.M.A. Committee on the Causation and Treatment of 
Arthritis and Allied Conditions, which appeared in the 
British Medical Journal of June 17, 1933. This report 
gives a summary of the state of our knowledge at that 
time, and it would seem profitable to consider that report 
and endeavour to assess what progress has been made 
during the five years that have elapsed since it was issued. 


Nomenclature and Classification 


The classification adopted by the Committee sull stands 
as the most convenient clinical grouping. In it rheum- 
atoid arthritis is divided into “ primary,” of hitherto un- 
determined causation, and “secondary,” due to ascer- 
tained focal infection. Until it is definitely known whether 
primary rheumatoid arthritis is an infective disorder it 
must remain in a category of its own. The evidence in 
favour of its being infective is accumulating, and if and 
when it is finally established as of infective origin it will 
merge into the secondary group, having fundamentally a 
similar pathogenesis. 


Clinical Features 


The clinical features of the two diseases, if they be 
Separate entities, are well known. The general resemblance 
of the two conditions is very striking. Nothing has 
appeared in published work during the last five years to 
occasion any fundamental changes in this comparison. 
Attention may be drawn to the extraordinary frequency 
of the primary disease among women as compared with 
men. The proportion given by various authors varies 
trom nine to two females to one male. What is the 
explanation? Is it because they are women and therefore 
some female sexual disturbance may be at fault; or is it 
because women are more subject, from their habits and 

* Read in opening a discussion at a joint meeting of the Sections 
of Physical Medicine and Physical Education, and Orthopaedics 
and Fractures at the Annual Meeting of the British Medical Asso- 
ction, Plymouth, 1938. 


environment, to the various causes said to predispose to 
the disease—emotional instability, sedentary lives, poor 
circulation, defective nutrition, and so forth? A definite 
answer to these questions would be illuminating. 


Aetiology 


The fundamental problem that remains unsolved is that 
of infection: is primary rheumatoid arthritis an infective 
disease, or are other causes competent to produce it 
without infection? 

The B.M.A. report in its summary of the aetiological 
factors says categorically, “In primary rheumatoid 
arthritis, unknown; in secondary, infection”; and this 
apparently is the sole reason for distinction between them. 
If it be admitted that secondary rheumatoid arthritis 1s 
an intective disease the clinical picture of the two con- 
ditions is so extraordinarily similar and the points of 
difference so relatively unimportant that it is difficult to 
resist the overwhelming presumption that the primary 
disease is also infective ; but because no constant infective 
organism has been found that will satisfy Koch’s postu- 
lates the infective origin is regarded as not proven. If 
it be an infection it is certainly not clear-cut and straight- 
forward, comparable to other proved infective diseases. 
Hence various theories have been put forward to explain 
the nature of the infection, which may be summarized as 
follows: 

1. Bacteriaemia.—lInfective organisms gaining entry into 
the body settle in the joint tissues and there provoke the 
manifestations of arthritis. Against this ts the rarity with 
which organisms are demonstrated in, and recovered from, 
the joint tissues or synovial fluid. In gonococcal arthritis, 
however, it is notoriously difficult to demonstrate the 
organisms in the joints, yet no one doubts that gonococcal 
arthritis is of infective origin. 

2. Bacterial Toxaemia.—To overcome the difficulty men- 
tioned it is assumed that the joint changes are provoked 
not by the actual presence of infective organisms but by 
the irritation of toxins elaborated by organisms situated 
at some distant and unascertained site in the body. 


3. Bacterial Allerey.—This theory assumes that the joint 
tissues become sensitized to antigens derived from various 
organisms in the body, not necessarily frankly pathogenic 
but possibly also saprophytic. The group of organisms 
incriminated is the streptococcus, both haemolytic and 
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viridans. The evidence against the staphylococcus is less 
convincing. 

4. Virus Theory.—Schlesinger, Signy, and Amies (1935), 
working on pericardial fluid from rheumatic pericarditis, 
claim to have discovered the elementary bodies of a virus 
agglutinated by the serum of patients with acute rheum- 
atism. Eagles, Evans, Fisher, and Keith (1937) discovered 
similar elementary bodies in exudates from rheumatic 
fever, chorea, and rheumatoid arthritis, which agglutinate 
with sera of the corresponding disease. They regard their 
findings as indicating a common origin of rheumatic fever 
and rheumatoid arthritis. Goldie and Griffiths (1936) 
draw attention to the close relation between rheumatic 
fever and rheumatoid arthritis. They regard them both 
as infective, and consider that the clinical manifestations 
may be as well explained by changes in tissue sensitivity 
at different ages, and by variations in the reaction of 
patients to infection, as by assuming different infective 
agents. 

To elaborate the arguments would be impossible within 
the limits of this opening address. A critical summary of 
the case for and against the infective theory has been 
given by Davidson and Goldie (1936). Poynton and 
Schlesinger (1937) discuss the whole subject in a temperate 
and judicial manner with full reference to the available 
literature. More recently Hench (1938) of the Mayo 
Clinic gave the most exhaustive account of the whole 
subject I have yet seen. His conclusions are: “As a 
clinical investigator I must conclude that the cause of 
rheumatoid arthritis is still unknown, and that the evidence 
for infection, though very impressive, is incomplete. As 
a practising physician I cannot evade the issue. I have 
committed myself, with reservation, to the microbic 
theory.” With that conclusion, I think, most of us will 
agree. 

Other theories advanced as causeS, exciting or con- 
tributory, of rheumatoid arthritis are: 


(a) Metabolic abnormalities, from deranged carbohydrate, 
protein, or sulphur metabolism; or from food allergy or 
vitamin deficiency. 

(b) Circulatory deficiency, leading to “joint hunger” and 
consequent arthritis. 

(c) Endocrine abnormality. 

(d) Neurogenic disturbances of the sympathetic nervous 
system. 

Hench (1936) states: “The last two or three theories are 
often combined to explain the pathogenesis of rheumatoid 
arthritis as follows: the endocrine imbalance affects the 
sympathetics, thereby impairing the articular and_ general 
circulation, general and articular metabolic abnormalities are 
fostered, and arthritis develops, with or without the aggra- 
vating influence of infections.” 


Therein lies the crux of the matter—with or without 
infection. The trend of modern research during the last 
five years is undoubtedly in the direction of the infective 
theory—that infection is the primary factor—the other 
factors being ancillary and subordinate, insufficient in 
themselves to give rise to the disease, but nevertheless 
necessary as providing a suitable soil for infection to take 
root. In short: seed present, soil unfavourable for its 
growth—no arthritis ; soil favourable, no seed sown—no 
arthritis ; seed sown in favourable soil—arthritis develops. 


I suggest infection, yes or no, as the first and most 
important. point for discussion. 


Morbid Anatomy 


There are no significant differences in the morbid 
anatomy of the two conditions. The resemblance is so 
strong as to strengthen further the presumption of an 
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aetiology common to both. Confirmation by Parker and 
Keefer (1935) has been made of the lymphocytic infiltra- 
tion of the joint tissues described by Allison and 
Ghormley (1931) and regarded by them as specific to 
rheumatoid arthritis, contrasting with the polymorpho- 
cytic infiltration that occurs in frankly pyogenic infection, 
Fisher (1937) draws attention to the close resemblance in 
the microscopical appearances of the tissues in rheumatic 
fever and rheumatoid arthritis, both showing lymphocytes, 
histiocytes, and giant cells, but no leucocytes unless 
pyogenic organisms were present. 


Biochemistry 


Sedimentation Rate.—All observers are agreed that the 
sedimentation rate is increased in rheumatoid arthritis, 
both primary and secondary ; in contradistinction to un- 
complicated cases of osteo-arthritis, in which it remains 
practically normal. In some cases of osteo-arthritis a rise 
in rate is found, and in these it is suspected that an in- 
fective process has been superadded, resulting in a mixed 
type of case, combining the features of rheumatoid 
arthritis and osteo-arthritis. In rheumatic fever also the 
sedimentation rate is increased, but, curiously enough, no 
increase is found in cases of chorea (Poynton and 
Schlesinger, 1937). 

There is general agreement as to the value of the sedi- 
mentation rate, first as an aid to diagnosis in differentiating 
rheumatoid arthritis from osteo-arthritis: if the sedimenta- 
tion rate be raised in the absence of other causes tending 
to increase it—such .as intercurrent febrile disorder, 
anaemia, etc.—suspicion is at once aroused of the presence 
of infection. In the second place, it is of value as a 
measure of progress in response to treatment. With 
clinical improvement the sedimentation rate diminishes, 
but commonly there is a lag between the two: clinical 
improvement outstrips the improvement in sedimentation 
rate, and until the latter is restored approximately to 
normal the disease cannot be-regarded as arrested ; an 
infective process is still at work. Further, in cases of 
apparent recovery a subsequent rise in sedimentation rate 
is often one of the first signs of impending relapse. 

A discussion recently took place at the Royal Society 
of Medicine in the Section of Physical Medicine on the 
effect of physical treatment on the Arneth count and the 
sedimentation rate in rheumatic conditions (Gibson, Hill, 
and Collins, 1938), at which there was general agreement 
on the behaviour and value of the sedimentation rate. 
Observers, however, differed on the value of the Arneth 
count. Gibson found no parallel between it and the 
sedimentation rate. Hill observed a shift to the left in 
both rheumatoid arthritis and osteo-arthritis, and a 
parallelism between it and the sedimentation rate. Collins 
found the Arneth count stable during physical treatment, 
and the count does not reflect improvement as does the 
sedimentation rate. In osteo-arthritis he found a shift 
to the left, most marked in cases that showed cystic areas 
of rarefaction in the bones when radiographed. 

One clear point emerged from the discussion, and that 
was the urgent necessity for an agreed standardization of 
the method of making the test. The same method used 
throughout in any group of cases is obviously valuable, 
but for the comparative measurement between different 
groups uniformity of method is essential. 

Biochemical Changes-—No notable advance has been 
made in the biochemistry of rheumatoid arthritis. Accord- 
ing to Race (1935) there is a diminution of plasma 
pigments and an alteration in the relative amount of 
albumin and globulin in the blood serum, the globulin 
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being increased by 2 per cent., which is equivalent to 
100 grammes in 5 litres of blood. Assuming a similar 
alteration in the tissue fluid, there would be a calculated 
reduction of 300 grammes of albumin in the circulating 
blood and a large increase in globulin. Kahlmeter (1934) 
also finds an increase in blood fibrinogen and globulin and 
a decrease in the total blood protein of the rheumatoid 
subject. The significance of these changes is unknown. 
They may have a bearing on the changes in sedimentation 
rate. 

Gastric Juice.—On the hypothesis that free hydrochloric 
acid acts as a germicidal barrier to the passage of 
organisms through the stomach to the intestine, many 
workers have examined the incidence of achlorhydria 
and hypochlorhydria in’ rheumatoid arthritis. Their 
findings vary within wide limits ; some claim an incidence 
as high as 70 per cent., others a lower range of 20 and 
30 per cent. After careful examination of all the data 
it has been concluded that the incidence of achlorhydria 
or hypochlorhydria in arthritis is five times higher than 
n normal subjects, but only slightly higher than 
in certain other diseases, the difference being too slight 
to warrant any definite conclusion being made as to a 
causal connexion, 


Metabolism 


No outstanding discoveries have been made during the 
past five years. No constant metabolic changes are found 
in rheumatoid arthritis, primary or secondary. Basal 
metabolism, nitrogen and fat, uric acid, phosphates, and 
lactic acid vary within the normal limits (Pemberton, 
1929; Race, 1935). With regard to calcium, observers 
differ: some find a marked hypercaleaemia (Mark, 1923), 
others have ‘ailed to observe alterations from normal. 

Sulphur metabolism (Cawadias, 1934) shows individual 
changes not characteristic of the disease. Carbohydrate 
metabolism (Pemberton, 1929) shows a lowered. sugar 
tolerance ascribed to diminished utilization of sugar by 
the tissues, resulting presumably from defective circulation. 
No evidence of an acid or alkaline diathesis is deducible 
from the urine (Race, 1935). 

In specific infective arthritis such as that following 
typhoid, dysentery, or pneumonia, it will be generally 
agreed that the metabolic changes observed—rise of 
temperature, loss of weight, anaemia, increased sedimenta- 
tion rate, diminished glucose tolerance, etc.—are the result 
of reaction to the infective organism. In secondary 
rheumatoid arthritis due to focal sepsis the same applies. 
Why not to primary rheumatoid arthritis? Because so 
far no definite causal organism has been discovered that 
fuifils the criteria necessary to establish proof. Ard since 
no definite proof of an infective organism is forthcoming 
many writers have sought to incriminate metabolic and 
endocrine factors as the causal agents. 


Endocrine Disturbances = 


In the B.M.A. report there is a reference to the endo- 
crine glands as follo.vs: “ Endocrine imbalance between 
thyroid, pituitary, adrenal, ovarian, and corpus luteum 
secretions is very frequent. Hyperthyroidism is especially 
associated with primary rheumatoid arthritis, and hypo- 
thyroidism with chronic villous arthritis.” Vague state- 
ments on “endocrine imbalance” as a contributory, if 
not a primary, cause frequently appear in the literature 
of primary rheumatoid arthritis, but little that is definite 
is said regarding the exact nature of that imbalance. And, 
indeed, when we consider the complexity of the relations 
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that exist between the endocrine glands and the paucity 
of our knowledge on the subject—greatly though it has 
increased during the last few years—it is not surprising 
that hypothesis tends to outrun fact. The pituitary, so 
far as is known, has no direct influence in the production 
of arthritis. In so far as it controls through its thyro- 
tropic and gonadotropic hormones the functioning of the 
ovary and thyroid, it may be said to have an indirect 
influence on those forms of arthritis in which endocrine 
disturbance is prominent. 


OVARY 
Mention has been made of the extraordinary frequency 
in the incidence of primary rheumatoid arthritis in women 
as compared with men, and the suggestion made that 
this may be based on some primary ovarian disturbance. 
The amenorrhoea so common in the disease is a related 
phenomenon. Since the isolation of the ovarian follicular 
hormone as an active therapeutic agent many clinicians, 
especially among the Germans, have been using it, not 
only in climacteric arthritis, in which form there is stronger 
evidence of an underlying ovarian deficiency, but also in 
primary rheumatoid arthritis. Encouraging reports con- 
tinue to appear in the German literature, but it is too 
soon yet to evaluate the results accurately. 


THYROID 

A study of the literature shows that rheumatoid arthritis 
may be associated with either hyper- or hypo-thyroidism, 
or with the two states alternating. The obvious in- 
ference is that there is no direct causal relation between 
the thyroid and the disease. The supporters of the endo- 
crine theory regard the role of infection as bringing to 
light the underlying diathesis : the supporters of the infec- 
tive theory regard the thyroid manifestations as the result 
of infection, and conceive the overactivity of the thyroid 
as an expression of a reactive attempt to control the 
infection by quickening up the normal metabolic processes 
of the body. 

In a disease like rheumatoid arthritis, characterized by 
marked osteoporosis and loss of calcium salts in the bones, 
the parathyroids naturally come under suspicion. In spite 
of the work of Oppel and of Leriche the evidence for 
their incrimination is inconclusive, but further work is 
needed to establish the true relation between the para- 
thyroids and rheumatoid arthritis. 


Radiology 


X-ray photographs of affected joints are of no help 
in distinguishing primary from secondary rheumatoid 
arthritis: the changes seen in both are alike—generalized 
osteoporosis, followed later by destruction of cartilage and 
articular bone and in the final stage by subluxation and 
ankylosis. 


Treatment 


In a disease the precise aetiology of which is as yet 
unknown, treatment must necessarily be largely empirical 
and symptomatic; hence the numerous methods recom- 
mended. The trend of recent years has been to stress, 
first, the importance of early recognition of the disease 
and the paramount need for early and sustained treat- 
ment. The sooner treatment is begun the better are the 
chances of arrest of or recovery from the disease. 
Secondly, the tendency is to regard the local manifesta- 
tions of joint disorders as part of a general systemic 
disease, and hence to pay as much attention to the general 
health of the patient as to the local treatment of the 
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affected joints. And here I would stress the urgent neces- 
sity for the provision of institutional treatment for cases 
of rheumatoid arthritis on the same lines as is done for 
tuberculosis. Were it a lethal disease this would have 
been done long ago; but since it is merely intensely 
disabling and crippling littlhe has been done about it. 
The prolonged treatment required, both general and local, 
can seldom be effected’in a domiciliary way except for 
the very well-to-do. For the poorer classes treatment is 
all too frequently spasmodic, disjointed, and unsustained, 
with the inevitable result of permanent disablement. Rest, 
fresh air, warmth and sunlight, generous feeding, treat- 
ment to the joints by physical methods—dry or moist 
heat, massage, passive movements, splinting when neces- 
sary, diathermy, x rays, orthopaedic measures—together 
with specific drug treatment, as by vaccine or by gold 
therapy: where can all these be effectively combined 
other than in institutions, well equipped and staffed for 
the purpose? Much of our disappointment in results is 
due to lack of facilities for concerted, concentrated, and 
continued treatment. Professor Stanley Davidson at the 
Bath Conference on Rheumatic Diseases in April last 
forcibly stressed this aspect of the subject, maintaining 
that the voluntary hospitals under present conditions are 
quite inadequate to provide the necessary facilities for 
dealing with the large numbers of sufferers from the 
rheumatic diseases, and that municipal or State aid is 
required for the provision of centres for early investi- 
gation and prolonged treatment. The creation of rheu- 
matic centres in various parts of the country, though 
belated, is a beginning of what must ultimately develop 
on a greatly extended scale if the rheumatic scourge is 
to be effectively combated. 


VACCINES 

The advocates of vaccine therapy in the treatment of 
rheumatoid arthritis, “ primary” and “secondary,” pre- 
sumably accept unreserved:, the infective theory of 
causation ; otherwise the rationale of their treatment falls 
to the ground. The uncertainty as to the specific 
organism involved—beyond the general incrimination of 
the streptococcal group—casts doubt on the specificity 
of vaccine treatment. Multiple vaccines on the hit-or-miss 
principle are clearly unscientific, and any therapeutic 
benefit from them must result from general rather than 
specific stimulation of reaction against infection. My 
criticism of the published results of vaccine treatment in 
rheumatoid arthritis is that they are not subject to 
adequate control—first in diagnosis, and, secondly, by 
comparison with parallel cases untreated by vaccines. In 
secondary rheumatoid arthritis of proved infective origin, 
if the focus of infection has been removed, vaccines are 
usually unnecessary: recovery will take place without their 
aid. In primary rheumatoid arthritis where no infection 
is demonstrated vaccine treatment rests on no firm founda- 
tion, and is hypothetical in theory and disappointing in 
practice (Okell, 1937). I have seen too. many cases of 
rheumatoid arthritis, treated by prolonged vaccine therapy 
alone to the exclusion of other measures, gradually drift 
into a helpless and hopeless condition when other means: 
might have been usefully employed, to leave me in any 
doubt. 

My considered opinion is that vaccine therapy has been 
frankly disappointing, and on inquiry” from various 
workers in centres where adequate investigation and 
control of cases is undertaken, I find that vaccine therapy 
is being used less and less: in some centres it has been 
given up entirely. I suggest this as a fruitful topic for 
your discussion. 
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PHYSICAL TREATMENT 


Perhaps the greatest advance in the physical treatment 
of rheumatoid arthritis has been the recognition of the 
importance and value of rest to the affected joints. This 
is obtained by temporary fixation in plaster, supplemented 
after a period of complete rest by daily passive movements 
of the joint through its normal range. By this means 
rest is assured to the inflamed joint, contractures into 
faulty positions are prevented, and subsequent deformity 
or disability is avoided. The more care taken in the early 
stages to prevent fixation in faulty positions, the less the 
need for drastic orthopaedic measures in the later stage. 
Active collaboration between physician and orthopaedic 
surgeon should take place throughout: prevention is better 
than cure (Kindersley e7 al., 1936). 


CHRYSOTHERAPY 


Reference to chrysotherapy in the B.M.A. report is 
limited to a single sentence: “ Gold preparations given by 
intramuscular injection have been used abroad for the 
treatment of arthritis, but beneficial results have not been 
confirmed.” Since then much progress has been made. In 
my experience gold therapy represents the greatest advance 
in the drug treatment of arthritis made during the last 
thirty years. The almost dramatic results that are achieved 
in a relatively short space of time in selected cases are 
little short of marvellous. From no other form of treat- 
ment in former years have I seen such gratifying improve- 
ment even in advanced and seemingly hopeless cases. 
Careful choice of cases, however, should be made. The 
tendency is to use gold indiscriminately in all rheumatic 
affections and thereby to bring discredit on the method. 
Practically all observers are agreed that it is of no value 
in true osteo-arthritis and in non-articular rheumatic 
diseases: its use should be limited to primary and 
secondary rheumatoid arthritis—in short, to the presum- 
ably infective forms. The risks of untoward complica- 
tions involved are not inconsiderable, but they are mini- 
mized by the use of a smaller dosage than was initially 
thought necessary, by careful test for idiosyncrasy to the 
drug and by a preliminary blood count and sedimentation 
rate before embarking on a course, and by the instant 
withdrawal on the first symptoms of intolerance. The 
results achieved by gold therapy are well worth the 
risks that may be run. Hartfall, Garland, and Goldie 
(1937) have done the most extensive work on gold treat- 
ment in this country. They have published a review of 
900 cases, giving the clinical analyses and results in 750 
cases of rheumatoid arthritis and in 150 cases of other 
forms of arthritis, with the toxic reactions that occurred in 
the whole series. Your collective experience of gold treat- 
ment would be instructive. 


SPA TREATMENT 


In answer to the question, Is spa treatment helpful. in 
the management of rheumatoid arthritis? the reply is un- 
doubtedly, Yes. It should be premised that there is 
nothing specific in the waters of the spas in this or any 
other country as a cure for rheumatoid arthritis. The 
advantages of spa treatment are the removal from home 
surroundings to a new and healthy environment and the 
psychological element of hope; the availability at any 
well-equipped spa of a wide range of physical treatments, 
hydrological and balneological ; access to medical advice 
from practitioners of special knowledge from long experi- 
ence of the disease ; facilities for thorough investigation, 
bacteriological and biochemical, necessary for diagnosis 
and control of treatment; and the use of natural mineral 
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waters for the correction of metabolic derangements and 
the improvement of general health, so necessary a part of 
a concerted attack on the disease. 


The disadvantages are the expense entailed in a spa cure, 
which must necessarily be prolonged if good results are to 
be achieved. In so chronic a disease swift improvement 
cannot be effected in a short space of time. Nevertheless, 
even in a limited period a start may be made and a 
patient be put on the high road to recovery, which may 
be followed up at home. 
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Proc. roy. 


A. Dubois (Thése Paris, 1938, No. 140) states that there 
are numerous cases on record indicating the possibility of 
tumours developing after trauma. In the absence of any 
knowledge as to the mechanism of the formation of new 
growths it is impossible either to affirm or to deny the relation 
of cause and effect between the trauma and the tumour. 
Experimental work does not yet appear to have provided 
sufficient data to prove or disprove this connexion. Most 
discussion has taken place about the development of tumours 
after a single trauma, whereas the possibility of the formation 
of new growths after repeated injuries is readily granted. 
There are numerous cases on record of the occurrence of 
sarcoma after injury to bone or muscle, and a large number 
of cases have been reported in which tumours of the lung, 
stomach, intestine, or kidney have developed after a trauma 
and in which the most reliable methods of investigation— 
such as radiography or surgical operation—have shown the 
absence of any tumour before the trauma. Tumours of the 
testis or brain are remarkably frequent after trauma. Numerous 
cases are also on record in which aggravation of the tumour 
following trauma is shown by increase in its size and the 
formation of metastases, accompanied by deterioration of the 
general condition. In order to affirm that a tumour is of 
traumatic origin a number of conditions must be present— 
namely, a latent period varying with the nature of the tumour, 
identity of the site of the trauma and of the tumour, absence 
of any tumour before the trauma, and histological confirmation 
of the presence of the new growth. 
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ORTHOPAEDICS IN RHEUMATOID 
ARTHRITIS * 


BY 
NORMAN CAPENER, F.R.C.S. 


Orthopaedic Surgeon, Princess Elizabeth Orthopaedic Hospital, 
Exeter, and Mount Gold Orthopaedic Hospital, Plymouth ; 
Consultant Orthopaedic Surgeon, Royal Devon and 
Exeter Hospital, Exeter 
As a simple orthopaedic surgeon I feel very diffident in 
contributing to the opening discussion on this subject, 
which has such wide general medical aspects. Dr. 
Edgecombe, however, in his excellent exposition has pre- 
pared the ground very well for me. He has drawn atten- 
tion to the need for special centres for the treatment of 
this crippling disease. It is not generally realized, how- 
ever, that the orthopaedic hospitals of the country are 
being asked to do an increasing amount of work in this 
field. This is, for example, true of the orthopaedic hos- 
pitals of Devon, where it has been found that the facilities 
we have for the treatment of tuberculosis of joints, 
infantile paralysis, and fractures are applicable to the 
prolonged general and local treatment that Dr. Edgecombe 

has stressed. 

To take bone and joint tuberculosis as an example, we 
have to deal with much else besides the purely ortho- 
paedic problems of immobilization and surgery. Oppor- 
tunities are provided for the more important general 
treatment of the disease, combined with facilities for 
physical treatment and with occupational and educational! 
interests. These facilities render an orthopaedic hospital 
almost an ideal centre for the treatment of rheumatoid 
arthritis. 

In orthopaedics our great concerns are to preserve as 
well as to restore function; to prevent just as much as 
to correct deformity. In rheumatoid arthritis, as to a 
large extent in bone and joint tuberculosis, we stress from 
the outset of the disease the importance of the natural 
recuperative powers of the body if placed under proper 
conditions—namely, the protection from painful stimuli, 
the utilization of the beneficial effects of sunlight, fresh 
air, warmth, cleanliness, discipline, and what is well called 
“ physiological rest.” 


Physiological Rest 


This involves immobilization of an affected joint in the 
best physiological position for the relief of pain; for the 
arrest of the inflammatory process; for rest to over- 
active muscles and the retardation of muscle atrophy. 
The position should be the best for function should 
ankylosis occur. This immobilization is combined with 
periodic movement and with other measures to improve 
joint and muscle function of a type and quantity suitable 
for the particular state of the disease. In the active stage 
the amount of the permitted movement and physical 
therapy may be ni/, and may remain so for two weeks or 
more. After the acute stage has subsided function is 
graduated according to the progress of the individual 
joint. While affected joints are being rested those un- 
affected are given greater opportunities and encourage- 
ment for movement. 

Having generalized in this manner I feel that I should 
proceed with a detailed statement of what are these 
optimum positions for physiological rest. Before doing 





* Read in opening a discussion at a joint mecting of the Sections 
of Orthopaedics and Fractures, and Physical Medicine and Physical 
Education at the Annual Meeting of the British Medical Associa- 
tion, Plymouth, 1938. 
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this there is, of course, no need for me to stress that a 
very careful physical examination of the whole locomotor 
system is necessary. From all points of view it is of impor- 
tance that a detailed report of this examination be made. 


Physical Examination 


It is the practice of orthopaedic surgeons in dealing with 
anterior poliomyelitis to make a muscle chart before start- 
ing treatment. In such a chart the more important 
muscles of the body are listed and graded in such a way 
that the records can be used for comparative purposes by 
independent examiners throughout the course of the case. 

In my view we should make a similar record in rheu- 
matoid arthritis, I append a suggested scheme (Chart 1) 
for recording activity of disease, joint positions, ranges 
of movement, and so forth for the lower extremity. 


Cnart | 


RECORD CHART FOR AN ARTHRITIC CASI 


Right side in black. 


ate oO amination : te i 
Date of Examination Left side in red. 
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Joint Swel- formity *| Movement Passive BS ._ tivity, mus- 
ling Movement*} _ | , 3 cle wasting, 
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;2o es 
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13° Int. rota- 
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Ext. rota- 0 
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quadriceps 
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Ankle .. Sl - Dorsi- lv | 10° | 10° | Very little 
flexion change 
Po —_ Plantar 20° | 20 | 20 
flexion 
Subastrag. SO _- | Inversion 0 | 0 0 | Bony 
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Tars.-Met. Pl 20 Abduction 0 Fibrous 
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3 SO PO 
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S-- Amount of Swelling : 0—Nil ; 1—Appreciable ; ’—Synovial thickening + 
fluid ; 3—Hydrops. 

P== Amount of Pain : 0—Nil ; 7—Only at extremes of movement ; 2—Through 
full range ; 3—Also presént at rest. 


“ 


* Degrees of movement and of deformity are from the “ normal anatomical ”’ 


position, 


A similar chart is used for the upper extremity. 
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Optimum Physiological Positions for Rheumatoid Joints 


No hard-and-fast rule can be laid down which is appli- 
cable to every case and joint, but certain positions may be 
given as a guide for the majority of cases (Charts 2 and 3), 
Generally speaking, these positions are equally suitable for 
the earlier treatment to preserve and to restore function 
as for the prevention of disabling deformity should 
ankylosis be inevitable. 


Cnarr 2 


OPTIMUM PHYSIOLOGICAL POSITIONS (Upper Extremity) 





Joint | Position Remarks 





| Minimizes possibility of addue- 
tion contracture. Assists re- 
storation of abduction. Favours 
circulatory flow to whole upper 
extremity by removing drag 
across Ist rib. Allows of ab- 


Shoulder... , Abduction 45 | 
| 
| duction and adduction of the 
i 
i 


Flexion 30 
| External rotation 
| 30 on left 
Nil on right 
' 


upper extremity through rota- 
tion of scapula if ankylosis 
occurs. Permits hand to be 
used in front of mid-sagittal 
plane: left side to mouth for 
feeding : right side at table for 
writing or bench work 




















Elbow ss Right at about 80 Positions to be varied according 
(that is, full exten- to patient’s occupation. The 

| sion less 80°) positions given permit right- 

| Left at about 105 hand use for table knife and 

(that is, full exten- | writing, and left-hand for 

| sion less 105°) table fork ; both in knitting 

|} and sewing 
Radio-ulnar .. | Left: Mid position The right forearm is more com- 


| Right : Slightly more monly used in pronation 


} pronation 











Wrist ea .. | Dorsiflexion so that | In this position the thumb meta- 
posterior metacar- carpal in its neutral position 

| pal surface makes continues the line of the 
angle of 25° with forearm 

line of centre of 

forearm 








Fingers } (including | Each joint. slightly 
| metacarpo- flexed 

f phalangeal | 

Thumb $ joints) Opposed and flexed 

sufficiently to en- 

able its tip to touch 

tips of index 

and middle fingers 


Position of semi-grasp 








The above positions are based upon the individual being a right-handed person 


CHART 3 


OPTIMUM PHYSIOLOGICAL POSITIONS (Trunk and Lower 
Extremity) 
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Joint Position | Remarks 
' 
Spine ia .. | Preservation of nor- | Avoid lumbar lordosis 
mals antero-pos- | 
terior curves 
' ee _ ee 
Hip .. ee Single joint : 
25° flexion 
Neutral abduction 
adduction 
No rotation 
Both joints : When lumbar spine also involved 
Few degrees ab- and if ankylosis of both inevit- 
duction, otherwise able, then possibility of more 
the same as for flexion of hips to permit of 
single joint greater ease of sitting to be 
decided with patient's wishes— 
| walking,of course, more difficult 
Knee ia .. | Flexion 15° to 25 Full extension to be avoided— 
through possibility of neuritis 
of sciatic nerve or its peroneal 
branch 
Ankle oe .. | Plantar flexion 10 Permits use of heeled shoes 
- |— : 
Tarsus ae .. | Slightly pronated Avoid high-arched varus positien. 
relatively broad weight- 
bearing surface prevents pain- 
ful pressure points 
Toes i .. | Anatomical position Avoid claw position 
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Retentive Apparatus 


There is little disagreement that plaster-of-Paris forms 
the best type of splintage available, because it can be 
made to fit a limb exactly and because it can be readily 
converted from a splint maintaining almost absolute im- 
mobility to one that, when the indications permit, can 
be removed for physical therapy. Personally I favour 
the use of well-made hospital bandages as are available 
in orthopaedic hospitals, where such material is produced 
on a large scale. Where perfect bandages cannot be 
obtained there, are good manufactured substitutes which 
are infinitely preferable to the bandages made by nurses 
unpractised in the art. There appears to be a vogue, 
extending from the field of fracture treatment to that 
for arthritis, in which the unpadded plaster mould is 
used as a splint. Possibly I am a reactionary, but I think 
it is unnecessary: it is disagreeable to the patient, and 
to my mind is a confession of poor plaster technique. 
I would make a plea for the greater comfort of the patient 
when held in a padded plaster, which, both in the treat- 
ment of fractures and of arthritis, need not, and should 
not, contain an “ exuberance ™ of padding. Stockinet with 
a thin cellulose covering does not materially reduce effi- 
ciency, and is warmer and less irritating to the patient's 
skin, besides offering an opportunity for ventilation, which 
is so desirable owing to the clamminess often encountered. 

There is one position in which I agree that the initial 
mould can best be of the unpadded type, and that is for 
the wrist and hand, where with small joints it certainly is 
difficult to obtain perfect approximation to limb surfaces. 

Space does not permit of detailed instructions for each 
joint. The shoulder is not really suitable for plaster 
application, for its use here involves extension on to the 
trunk, a matter that should be avoided owing to possible 
interference with respiratory function. I regard the full 
development of respiratory capacity as fundamental in the 
general treatment of the disease. For the shoulder there 
are available adjustable abduction splints which are both 
light and efficient, and which can be used in conjunction 
with plaster for the distal portions of the limb. 


Reconstructive Orthopaedics by Manipulative and 
Operative Surgery 


Muck of the work described under this heading should 
not be necessary if the methods of treatment already dealt 
with by Dr. Edgecombe and myself have been adequately 
carried out. Unfortunately facilities for this treatment are 
either not sufficiently available or are not sufficiently made 
use of. Patients with appalling deformities and dis- 
abilities continue all too frequently to come for treatment. 
Even for these pathetic cases there is no reason for the 
attitude of hopelessness with which they are so often 
regarded. 

Deformity of the knees is one of the most common and 
serious problems. When these joints are severely flexed 
the patient is led to early confinement in bed or wheel- 
chair, and accordingly suffers from the unfavourable 
reaction that this exerts upon the general course of the 
disease. Not only do deformities occur secondarily in 
the feet and hip, but the general metabolic state is 
depressed and increasing generalized bone absorption from 
disuse occurs. I venture to suggest that such mobilization 
of the calcium reserves may itself be an important factor 
in the stiffening process throughout the rest of the body. 

The correction of flexion deformity of the knees, when 
ankylosis is not present, can readily be carried out. It is 
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important, however, that during the process the joint be 
securely held at rest, for by this means the correction can 
be made relatively painlessly. The use of a double 
inclined plane splint with traction is not to be recom- 
mended, as it does not satisfactorily maintain immobiliza- 
tion. For the severer deformities amounting to 90 degrees 
or more the correction may be begun by manipulation 
under an anaesthetic. This manipulation is not forced 
sO as lo Cause extensive tearing of capsular tissues, but is 
merely enough to stretch the contracted hamstring muscles 
to their limit. In less severe cases manipulation under 
anaesthetic is not necessary. In both types of case, after 
suitable manual correction has been obtained, a plaster 
cast is applied from the groin to the ankle, which is well 
padded behind both these points and with an extra thick 
pad in front of the knee. When dry a cut is made around 
the back and sides of the plaster transversely. The plaster 
shell is thus almost divided into two, but is left solid in 
front of the knee. Into the gap thus made thin wooden 
blocks are inserted daily in order to wedge the two 
portions apart and thus straighten the knee, the amount of 
correction obtained each day stopping just short of pain. 
Pain in front of the patella always commands relaxation 
of correction. During the process of correction the 
wooden blocks may be removed each day so that the 
joint may be exercised through the range of corrected 
movement. 

A very excellent modification of this method is pro- 
vided by the use of a metal hinge-piece of the Zimmer 
type joining the two halves of the plaster, instead of the 
bridge of plaster in front of the knee. The great advan- 
tage of this is that a greater range of controlled movement 
may be given each day and pressure upon the patella is 
avoided. As soon as possible, and usually long before 
full correction is obtained, the patient should be en- 
couraged to become ambulatory. 

In the correction of any deformity the principles of 
Hoffa should be borne in mind: (1) mobilization and 
correction; (2) retention; (3) re-education. Therefore, 
when the knee flexion is corrected, bivalved plaster splints 
or light callipers should be used while re-education of the 
quadriceps and the fullest development of active move- 
ment are achieved. 

Elsewhere in the body the same principles should be 
employed. Where necessary, manipulations under 
nitrous oxide or evipan are carried out, retentive plaster 
moulds applied, and hydrotherapy and other forms of 
physical therapy given, with the education of muscular 
control and active movements. Where possible, interesting 
occupations must also be provided to encourage these 
movements, and in the case of the hands the useful 
occupation of knitting is really valuable. 

Concerning manipulation a word of warning is neces- 
sary, for I believe that one should as a rule be satisfied 
with small corrections at any one time. If ligaments 
with osteoporotic surroundings are torn from their attach- 
ments, I believe fibrositic reactions may develop (akin 
to the fibrositis ossificans after fracture of the elbow) and 
the affected joint afterwards become stiffer rather than 
looser. 


Operations 


Synovectomy is an operation having a limited scope. 
In osteo-arthritis, particularly of the traumatic type, it is 
of great value. There are certain cases of rheumatoid 
arthritis, however, in which synovial effusion with pain 
is a marked feature, and which do not respond well to 
more conservative measures, in weight-bearing joints 
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particularly. I have carried out the operation in a few of 
these rheumatoid joints, removing as much as possible of 
the synovial membrane, the results being surprisingly good. 
The most remarkable feature is the development after- 
wards of a new synovial sac. 

Patellectomy.—Brooke has shown how well patients can 
manage without a patella, and for those individuals with 
ankylosis of the patella to the femur I do not hesitate to 
remove it. 

Osteotomy, particularly in ankylosis with deformity of 
the wrist-, hip-, knee-, and foot-joints, is a most valuable 
and simple procedure, the positions obtained being those 
already discussed. In most cases the site of osteotomy is 
at the old joint line, but for hip deformities it is inter- 
trochanteric. If the ankylosis of the hip is fibrous then 
the bifurcation type of osteotomy is done, with displace- 
ment of the shaft beneath the acetabulum as devised by 
McMurray. 


Arthroplasty has its greatest sphere of usefulness in non- 
weight-bearing joints such as the temporo-mandibular and 
elbow. The best results are obtained in cases previously 
having bony ankylosis. It is very important to remove 
an ample amount of intervening bone. For the hip-joint, 
where it would often be desirable to obtain free movement, 
particularly in bilateral ankylosis, the successes are not 
very frequent. For the distressing cases of spondylose 
rhizomélique, in which both hips and spine are ankylosed, 
it is worth making a good effort to obtain at least one 
movable hip. The method recently described by Girdle- 
stone of removing the entire head and neck of the femur 
offers great encouragement in this direction. 


Arthrodesis.—In a disease that tends to produce anky- 
losis, arthrodesis is not commonly required. In the wrist 
and foot, however, painful fibrous ankylosis. with or 
without deformity, may have to be dealt with by this 
fixation operation. Subastragaloid arthrodesis may enable 
a patient to walk who is otherwise crippled by pain, and 
for distressing multiple claw-toe deformities Lambrinudi’s 
method of multiple interphalangeal arthrodesis gives most 
remarkable results, and to the patient pleasing relief. 


J. Touati (Thése Paris, 1938, No. 121), who records six cases 
in patients aged from 22 to 63, illustrates the rarity of osteo- 
periostitis in the enteric fevers by drawing attention to the 
fact that only four cases were encountered in a series of 1,600 
typhoid patients. The condition is most frequent in young 
subjects, its incidence being highest under 25, and it is very 
rare above the age of 35, although it is occasionally found in 
elderly persons. The complication is most commonly met 
with in atypical forms of the fever in individuals who have 
not acquired a high degree of immunity against the specific 
bacillus and are apt to show a low degree of agglutination. 
It is due to persistence in the bone marrow of the bacillus, 
which gives rise to circumscribed lesions and behaves like a 
pyogenic organism. The osteo-periostitis may appear at an 
early or late stage of the fever, but in the great majority of 
cases it develops six to eight weeks after the onset, and 
sometimes not till several years later. The commonest 
organism is Bact. typhosum. — Bact. paratyphosum B comes 
next, and Bact. paratyphosum A is hardly ever found. In 
some cases the typhoid or paratyphoid organism may dis- 
appear and be replaced by secondary invaders, such as the 
streptococcus, staphylococcus, pneumococcus, or B. coli, in 
which case the prognosis is usually grave. As a rule, how- 
ever, the outlook is favourable, and in spite of the slow 
course and frequency of relapse complete recovery takes 
place. In non-suppurative forms vaccine treatment alone is 
required. In some acute suppurative forms operation may 
suffice, but usually both vaccine and operation are employed. 
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EFFECT OF SPONTANEOUS JAUNDICE 
ON RHEUMATOID (ATROPHIC) 
ARTHRITIS * 


ATTEMPTS TO REPRODUCE THE PHENOMENON 
BY 


PHILIP S. HENCH, M.D. 
Division of Medicine, The Mayo Clinic, Rochester, 
Minnesota 

When patients with rheumatoid (atrophic, chronic in- 
fectious) arthritis or with primary fibrositis become 
definitely jaundiced a notable event usually occurs: their 
rheumatic symptoms are rapidly, markedly, and generally 
completely alleviated for some weeks or months. My 
first observations on this phenomenon were reported in 
1933 and later (Hench, 1933a, 1933b, 1934, 1935). This 
phenomenon was unmentioned in the modern literature 
on rheumatic diseases, but was casually noted by Still in 
1897, by Wishart in 1903, and in three recent discussions, 
not on arthritis but on cinchophen toxicity (Parsons and 
Harding, 1932a, 1932b; Grigg and Jacobsen, 1933), 
More recently further observations on the phenomenon 
were reported by Sidel and Abrams (1934), and by 
Borman (1936). Heretofore the possible significance of 
the phenomenon has not been fully appreciated. 

Recently I presented further observations (Hench, 1937, 
1938a, 1938b) on two new groups of cases: (1) studies 
on thirty-one additional rheumatic patients who ex- 
perienced the phenomenon ; and (2), of equal importance, 
studies on four patients with rheumatoid arthritis and 
on nine patients with other types of articular and 
neuritic complaints who were nor relieved of symptoms 
coincident with jaundice. These observations will be 
summarized briefly. 


Effect of Spontaneous Jaundice 


Symptomatic remissions lasting from five to ninety-two 
(average 19.5) weeks occurred in nineteen cases of 
rheumatoid arthritis (average 5.5 years’ duration) in 
which intrahepatic or obstructive jaundice lasted an 
average of nine weeks. Remissions continuing for four 
to 104 weeks occurred in nine cases of fibrositis in 
which the jaundice lasted an average of 5.6 weeks. Two 
patients with lumbo-sacral and sciatic pain and one with 
secondary hypertrophic arthritis of the hips associated 
with “Otto pelvis” experienced jaundice and sympto- 
matic remissions, both jaundice and remissions lasting an 
average of five weeks. The degree of symptomatic relief 
was complete for 100 per cent. of the fibrositic and for 
63 per cent. of the arthritic patients ; 37 per cent. of the 
arthritic patients had marked but incomplete relief. 
“Relief” implies notable or complete amelioration of 
the symptoms of active disease. Articular pain, active 
articular swelling, and muscular stiffness, soreness, and 
fatigue were considerably reduced or disappeared. Resi- 
dual articular thickening and stiffness from deformity 
were, of course, unaffected. Nevertheless a moderately 
severe spontaneous jaundice was able to evoke a re 
mission even in a case of long-standing very severe 
rheumatoid arthritis. 

Four patients experienced more than one attack of 
jaundice; attacks of mild jaundice did not produce 
remissions in rheumatic symptoms, but when the jaundice, 
was more intense the phenomenon of relief was repeated 





* Communicated to the International Conference on Rheumatic 
Diseases, Bath, 1938. 





oe eee Ook COU lu 


bic. Ge oh Gite at Os CU Oe 


= f= FF = 85 lee ee OS 


Sea =SsSlcrrlUm = | hs Af. 


=a 


RITISH 
JOURNAL 


— 


DICE 
) 


ENON 


er, 


onic in- 
become 
‘S: their 
enerally 
is. My 
orted in 
). This 
iterature 
Still in 
‘uSsions, 
ons and 

1933). 
omenon 
and by 
ance of 


h, 1937, 
studies 
ho ex- 
ortance, 
itis and 
ar and 
mptoms 
will be 


lety-two 
ases of 
ion) in 
sted an 
or four 
sitis in 
;. Two 
ne with 
sociated 
sympto- 
sting an 
ic relief 
and for 
of the 

relief. 
tion of 
. active 
ss, and 
— Resi- 
formity 
Jerately 
- a re- 
severe 


ack of 
yroduce 
aundice, 
epeated 


heumatic 





AuGust 20, 1938 


with each attack of jaundice. No cumulative effect was 
noted, subsequent remissions not necessarily being longer 
than the first. When the phenomenon is evoked the bene- 
ficial effects of jaundice generally make their appearance 
promptly “ with the onset of jaundice,” usually within the 
first two or three days of the onset of visible icterus. 
The phenomenon was quite obvious to those affected, and 
they usually volunteered certain characteristic and signifi- 
cant remarks to relatives and friends, such as: “ When 
the jaundice came in at the front door the rheumatism 
went out by the back door.” Spontaneous jaundice 
induced a remission, not a cure. Remissions lasted from 
three weeks to several months: they averaged (roughly) 
from two to three times the average duration of the 
jaundice. Subsequently rheumatic symptoms returned 
“as before” in 48 per cent. of cases, less intensely in 
39 per cent. In a few cases symptoms are still absent. 

The phenomenon is apparently dependent more on the 
quantity than on the “type” of the jaundice: it accom- 
panied catarrhal, infectious, or spontaneous (intrahepatic) 
jaundice, cinchophen jaundice, and also obstructive jaun- 
dice from stones or malignancy. A mild jaundice is 
apparently ineffective, the “zone of therapeutic effective- 
ness ~ seeming to begin at, and to continue above, a level 
of about 8 mg. of bilirubin per 100 c.cm. of serum. Four 
patients with mild jaundice (with a serum bilirubin below 
4 or 5 mg. per 100 c.cm.) noted no relief from their 
rheumatoid arthritis. 


Since intercurrent jaundice of several types and 
degrees of severity did not alleviate painful symptoms of 
a few patients with other conditions, such as gouty 
arthritis, toxic or infectious arthralgia, juxta-articular 
malignancy, ischaemic neuritis, post-herpetic neuralgia 
(Hench, 1937, 1938a, 1938b), the phenomenon appears (so 
far) to be relatively specific for rheumatoid arthritis and 
primary fibrositis. Conclusions on the specificity of the 
phenomenon are not final: it may be found that the 
phenomenon may have a wider field of exhibition (and 
utilization) than in these rheumatic diseases, and some 
more basic immunological response may be involved. 


Therapeutic Implications 


The therapeutic implications are obvious. An intensive 
study of the phenomenon—Nature’s “trick way” of 
stopping the disease rapidly even if temporarily—may give 
us a clue to the pathogenesis of the disease and a clearer 
understanding of the immunity mechanism involved. 
Perhaps it may even lead to some superior method of 
treatment by which we can reproduce the phenomenon of 
remission at will. Jaundice obviously provides not a 
cure but a temporary control, at least of symptoms. But 
is it not likely that the differences between a preliminary 
temporary remission and the final permanent remission 
which we call a “cure” are merely quantitative—differ- 
ences of degree and of persistence? Recently new 
Successes in the treatment of certain diseases have rewarded 
those willing to follow Nature’s lead, no matter how 
“irrational” that lead seemed, instead of continuing 
methods that were “rational” but relatively unsuccessful. 
There was no rationale for the use of malaria in neuro- 
syphilis. Originally, behind this venture was simply the 
unexplained fact that “it worked.” So there is to date 
no particular rationale for the use of “ artificial jaundice ~ 
in rheumatic diseases. The history of the therapeutics of 
rheumatoid arthritis is filled with the ghosts of “ rational 
treatments ” which should have helped but didn’t. In this 
instance, guided by the exposition of this phenomenon— 
One of Nature's revealing “ slips “—a return to the empiric 
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might be fruitful. With this in mind we began a search 
for the agent responsible for the phenomenon and the 
mechanism whereby it is motivated. 


Spcculations Concerning the Factor Responsible for 
the Phenomenon 


The responsible factor may be a chemical agent. This 
agent—substance X—may be a normal constituent of bile 
(bilirubin, bile salts, mucin, or a lipoid); an abnormal 
hepatic substance, such as a hepatic autolysate, a product 
of hepatic damage; or it may be an extrahepatic sub- 
stance, formed or activated elsewhere than in the liver as 
the indirect result of jaundice. On the other hand, it 
has been suggested that the responsible factor is not a 
chemical substance but some circumstance incident to 
jaundice: simple sedation, rest and reduction of trauma, 
dietary restriction, dehydration, counter-irritation. 

1. Bilirubin——The phenomenon occurs consistently in the 
presence of a fairly intense hyperbilirubinaemia but is 
generally absent when hyperbilirubinaemia is absent or slight. 
Thus bilirubin might seem to some to be the most likely 
agent. It has been suggested that perhaps the tissues of 
arthritic patients Jack sufficient bilirubin, and jaundice 
supplies the deficiency. Recently Race (1937) noted that in 
patients with rheumatoid arthritis the icterus index and con- 
centration of serum bilirubin were somewhat low. The bili- 
rubin deficiency, however, was small and was not the chief 
cause of the low icterus index. For various rezsons I 
believe that bilirubin may not be the responsible agent, at 
least not the sole or ultimate agent, though it may be an 
intermediary. Bilirubin is generally regarded as a substance 
which, physiologically, is relatively inert. Perhaps bilirubin 
plays no part in the phenomenon and is only an index of 
severity of the hepatic damage, some by-product of which 
is the factor responsible for the relief. Rather complete 
remissions of symptoms of rheumatoid arthritis may be in- 
duced by states other than jaundice, notably by pregnancy 
(Hench, 1938c), in which hyperbilirubinaemia does not occur 
though tests of bilirubin excretion may show some retention 
(Soffer, 1933). Nature probably does not “cure” arthritis, 
even temporarily, in two totally different ways. Although 
the mechanism for developing the agent may be different, 
is it not probable that in the last analysis the ameliorating 
agent is the same both in pregnancy and in jaundice? If 
this is true, one must conclude either that bilirubin is not 
responsible at all or that an amount of bilirubin that will 
produce icterus is unnecessary for the phenomenon. Perhaps 
in the presence of pregnancy or of jaundice a special potent 
form, a derivative or compound of bilirubin and not 
“ordinary bilirubin,” is the responsible agent and one effec- 
live even in amounts that do not cause pigmentation. 

Another reason for debating the possibility of bilirubin 
being the responsible factor is that in jaundiced arthritic 
patients the relation between the depth of jaundice and the 
phenomenon of symptomatic relief, although close, was not 
absolute. Frequently analgesia lasted long after the bili- 
rubin in the serum (and presumably in the tissues) had re- 
turned to normal. Furthermore, several patients apparently 
noted relief even before their jaundice was visible. If that 
be true, either no excess of bilirubin is necessary or only a 
slight excess is required to produce the phenomenon. But 
since other observations on the ineffectiveness of slight, even 
if definitely visible, jaundice (4 to 6 mg. of serum bilirubin) 
have made the latter deduction at present untenable, no final 
conclusion as to the role of bilirubin can now be made. 

2. Bile Salts——Bile salts are apparently increased in the 
blood in certain types of hepatic disease with jaundice, de- 
creased in others. Bile salts in high concentration may retard 
the growth of certain bacteria. Until accurate methods are 
available for determining their concentration in blood, the role 
of bile salts in the phenomenon under discussion is speculative. 


3. Hepatic Autolysate-—It would seem more likely that the 
responsible agent is a product which is normal, not abnormal, 
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to tissues helped thereby. Nevertheless, a product of hepatic 
injury may be the responsible agent. The possible value of 
extracts of normal and abnormal livers is being investigated. 

4. Special Diet—In one of Pemberton’s patients (Pemberton, 
1920 ; Case 53) the joints “entirely cleared up” during acute 
catarrhal jaundice. He ascribed the relief not to jaundice but 
to “the incidental period of low feeding or even * starvation’ 
entailed * (Pemberton, 1920, 1935). In my cases, however, a 
diet low in calories or.carbohydrates was not the responsible 
factor, since to most of the patients a “supportive diet for 
hepatic disease * (400 to 500 grammes of carbohydrates daily) 
was prescribed which they continued for from three to five 
weeks while in the hospital (generally with an additional 100 
grammes of glucose intravenously daily) and for from three 
to six months thereafter. Despite this the phenomenon was 
not interrupted. 

5. Simple Sedation —\lt has been suggested that in jaundice 
the sensorium is dulled by “ toxins ” producing a simple seda- 
tion or non-specific reduction of pain perception. This ex- 
planation is unsatisfactory. It could hardly explain diminution 
of swelling and stiffness also. Furthermore, most of the 
affected patients were quite alert mentally and physically 
despite their jaundice (as my photographs and motion pictures 
demonstrate). If jaundice provided simple sedation, should 
not the patients with gout, juxta-articular malignancy, neuritis, 
or neuralgia have noted relief during jaundice? 

6. Counter-irritation—lt has been suggested that jaundice 
provided counter-irritation, that the patients were too sick 
from jaundice to notice their joints. On the contrary, they 
particularly noticed their joints because of the surprising relief 
obtained therein. 

7. Rest and Reduction of Trauma—These were not the 
responsible factors. Most of the patients, freed from rheumatic 
pains during jaundice, were not less active but more active 
than for months or years, as their cited quotations indicate. 

8. Dehydration—This is said to relieve arthritic patients 
somewhat (Scull and Pemberton, 1935). In my cases dehydra- 
tion was not noticeable. Indeed, large amounts of fluid were 
generally given, not because of dehydration, but to combat 
toxicity. Despite the large intake of fluid, analgesia persisted. 


Speculations Concerning the Mechanism Whereby 
the Agent May Act 


Assuming the responsible agent to be a chemical sub- 
Stance or compound, and not an incidental circumstance, 
the phenoménon may result from: (1) the correction of 
some chemical deficiency, (2) the correction of some 
chemical over-sufficiency, or (3) an immunological process 
involving bacteriolysis, bacteriostasis, or detoxication. 

1. Though an attractive idea, it remains to be proved 
that jaundice provides to tissues involved in arthritis and 
fibrositis some chemical constituent adequate amounts 
of which the rheumatic patient did not previously possess. 

2. Presenting the opposite view, perhaps hepatitis and 
jaundice correct some hyperfunctioning and not a hypo- 
functioning state, the hepatic damage temporarily lowering 
the production of some substance of which rheumatic 
patients have an oversupply. Were this so, severe 
hepatitis alone, without jaundice, might be expected to 
invoke the phenomenon, but it did not in one case (Hench, 
1934; Case 17, first series). 

3. Perhaps the agent, substance X, possesses the property 
of detoxication, bacteriolysis, or bacteriostasis in respect 
to the organisms responsible for chronic rheumatism. Bile 
is bacteriolytic to pneumococci. Our preliminary studies 
have failed to show any bacteriolytic or bacteriostatic 
effect on certain arthrotropic, neurotropic, or neuromyo- 
tropic streptococci in vitro, using concentrations of bili- 
rubin and bile salts (alone or together) equal to or greater 
than those of clinical (or experimental) jaundice. Further- 
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more, arthrotropic streptococci could still be isolated from 
foci of patients enjoying the phenomenon. 

I have not discussed the effect of jaundice on the 
physical properties of blood—colloidal osmotic pressure, 
surface tension, viscosity, haemoglobin-oxygen stability, 
and so forth. Further speculations on those phases of 
the problem are useless at present. 


Attempts to Reproduce the Phenomenon 


It was decided to administer to rheumatic volunteers 
the different available constituents of bile, first alone and 
then in combination ; and first by the simpler routes (oral, 
rectal) and later intravenously or otherwise. — Bilirubin 
was not used first because of reasons just noted. and 
because of its cost ($25 a gramme) and relative unavail- 
ability at the onset of this work. 


Bile Salts——Many preparations are available. “ Glycotauro ” 
(Hynson, Wescott and Dunning) was given orally in doses 
up to 15 grammes in fourteen days. Ox gall was administered 
in doses up to 60 grammes in thirteen days. These doses are 
equal to or above those usually prescribed. The results were 
questionable. 


Synthetic Bile Salts—Sodium dehydrocholate (“ decholin,” 
Riedel-de Kaen) was given intravenously, orally, and in com- 
bination. Several patients received 2 grammes intravenously 
for from eight to twenty-one days, or the tablets (each 0.25 
gramme) orally in doses up to a total of 44.5 grammes in 
twenty-one days. The results were questionable: some patients 
felt somewhat relieved, but it was evident that ordinary 
doses of this and the previous preparations, given alone, would 
not precipitate the complete phenomenon. Recently Sidel, 
Thompson, Rawls, and Margolis (in a discussion of my article) 
reached the same conclusion. 


Diluted Ox Bile.—Sterile ox bile diluted in water and olive 
oil was given by proctoclysis, but proved irritating and was 
promptly evacuated. 

Human Bile-—Amounts of human bile up to 2,600 c.cm. on 
one day (7,650 c.cm. in ten days) were given by stomach tube. 
Anticipating that this bile probably would circulate only 
through the entero-hepatic circulation and never reach the 
general or articular circulation, | was not surprised that the 
concentration of serum bilirubin was not increased and that 
no relief resulted. Patients took the bile well; one took it 
with pleasure, saying it increased his appetite. 

Liver Extracts —Ordinary doses of commercial liver extract 
which I have occasionally used in treating arthritic patients 
with secondary or with coincident pernicious anaemia never 
appeared to affect articular symptoms. This has also been 
the observation of Drs. George Minot and William Murphy 
(personal communication). Hence this method of approach 
has not been extensively explored. Reasoning that the effective 
agent might be a product of hepatic degeneration, Margolis 
(1937) gave McElroy’s liver autolysate intravenously to two 
patients with rheumatoid arthritis. Exacerbations of pain, 
stiffness, and soreness were obtained. 

Transfusions of Highly Jaundiced Blood.—To my knowledge, 
jaundiced blood has not heretofore been deliberately used for 
transfusion. Hoping that potent amounts of substance X 
might be present in portions of jaundiced blood available for 
transfusions, four arthritic patients received one to four such 
transfusions. “ Round-robin transfusions” were arranged: 
non-arthritic jaundiced patients with various hepatic disorders 
donated amounts’ of (Wassermann-negative, sterile) “ bad 
blood” in return for twice as much “good blood” from 
healthy donors; the jaundiced blood was injected into non- 
jaundiced arthritic patients in the usual manner, with only 
a slight reaction or no more than from any transfusion. One 
patient in her fourth transfusion received 800 c.cm. of jaundiced 
blood containing 21 mg. of bilirubin per 100 c.cm. (actually 
only 168 mg. of bilirubin). The next day she insisted that 
she had less pain; if so, relief was transient, and the serum 
bilirubin was immaterially increased. 
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Artificial Jaundice.—Since these various methods used to 
reproduce the phenomenon were employed only on small 
numbers of patients, they should not be hastily dismissed as 
useless. But obviously the complete phenomenon provided 
by spontaneous jaundice was not being reproduced thereby. 
Rather than persist in these methods it was decided to post- 
pone further investigation along these lines and to attempt to 
obtain by some other method an effect comparable to the 
phenomenon described, not the slow equivocal type of im- 
provement which the current methods already provided. It 
seemed necessary to effect a reproducible, relatively harmless 
type of jaundice in order to study satisfactorily the physico- 
chemical intricacies of the phenomenon. 

Toluylenediamine Jaundice—Certain studies (Wolff, 1934: 
McGowan, 1935; McGowan, Boliman, and Mann, 1936) sug- 
gested that toluylenediamine might be a suitable substance to 
use in the first deliberate attempt to induce jaundice experi- 
mentally in man. Toluylenediamine jaundice in animals was 
intense, was rather controllable, was intrahepatic in type, and 
produced no significant detectable functional or pathologic 
residue. In June, 1936, an arthritic patient who was dis- 
couraged after thirteen years of suffering from a condition 
that had progressed in spite of all manner of therapy elected 
to take toluylenediamine orally. Contrary to expectations the 
induced jaundice was wholly of the haemolytic type: it was 
transient and rather mild, the maximal concentration of 
bilirubin being only 6.3 mg. (direct reaction), not entering the 
zone of therapeutic effectiveness. No relief of joint symptoms 
resulted. The chemical produced considerable gastro-intestinal 
irritation. Further details will be reported elsewhere, 

Induced Hyperbilirubinaemia.—More_ recently, Thompson 
and Wyatt (1937, 1938) noted that the intravenous ad- 
ministration of bile salts alone (decholin, 2 grammes dail) 
for nine to twelve days) was without beneficial effect in ten 
cases of rheumatoid arthritis, as were injections of bilirubin 
alone (10 to. 15 mg. per kilogramme daily for several days) in 
three cases. They noted, however. that injections of bilirubin 
(10 mg. per kilogramme) and decholin (40 mg. per kilogramme) 
in combination produced an ameliorating effect, “ which 
apparently duplicates the effects” of clinical jaundice. The 
bilirubin-decholin combination produced a slightly higher and 
more persistent hyperbilirubinaemia than injections of bilirubin 
alone. Except for a few febrile reactions no evidences of 
toxicity were noted in the patients or animals that had been 
given the injections. 

At the last conference of the American Rheumatism Asso- 
ciation (June, 1937) Thompson presented the preliminary 
results of these experiments. Injections of bilirubin and 
decholin were given to ten patients daily for from seven to 
eleven days. Each day the injected bilirubin was rapidly but 
incompietely excreted, so that with repeated doses the tissues 
retained enough to produce definite hyperbilirubinaemia and 
icterus. Thompson and Wyatt reported that in these ten 
cases diminished swelling was noted after from one to nine 
injections. Analgesia (at first partial) was observed after from 
one to seven injections and persisted for varying periods, the 
shortest period being twelve days. At the time of their report 
analgesia had been maintained in one case for five months, in 
another for five and a half months, in others for two months. 
one month, and one month respectively. In November, 1937, 
I visited Drs. Thompson and Wyatt. Their results at that time 
(which are here given with their permission) were as follows. 
They had administered from six to twelve injections of 
bilirubin and decholin to a total of thirteen patients whose 
disease had lasted from three to eight years. Of these thirteen 
cases, “ long remissions * (from two to eight months) had been 
Precipitated in four cases, “short remissions (five to forty 
days) in six, and no results had been obtained in three. (Two 
Other patients were under treatment.) With regard to the 
three cases in which no results were obtained: (1) one patient 
with muscular pains stopped treatment after six doses; (2) a 
woman with severe rheumatoid arthritis was unrelieved after 
twelve doses; and (3) a spondylitic patient noted slight anal- 
gesia after the second dose, and considerable analgesia but no 
increased mobility after nine doses; the analgesia persisted 
only ten days, after which he had a severe exacerbation, 
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Preliminary Results with Induced Hyperbilirubinaemia 


A few weeks before presenting his preliminary results 
Dr. Thompson kindly acquainted me with this work in 
order that I might attempt its confirmation. The tech- 
nique of preparation and administration is not as simple 
as it sounds. It is not simply a question of dissolving 
bilirubin in any alkali, adding bile salts, and then injecting 
the mixture. To date it appears that the solution must 
be made fresh daily (a matter of about two hours’ work), 
administered promptly, and, according to Thompson, kept 
from sunlight constantly (possibly to prevent oxidation 
of bilirubin ; at least it tends to minimize reactions). It 
remains to be proved how necessary some of these pro- 
cedures are. Most commercial bilirubin is rather im- 
pure. Although the samples of bilirubin we are both 
using are becoming purer, they still contain impurities. 
The strongly alkaline mixture continues to irritate the 
veins and causes frequent thromboses, so that the matter 
of giving a number of consecutive daily injections often 
becomes a problem. In an attempt to avoid thrombosis 
we buffered the solution to approximate neutrality just 
before the injection in two cases. This markedly altered 
the results; no significant hyperbilirubinaemia and no 
symptomatic relief was obtained. In spite of technical 
difficulties, however, we at the clinic have at least partially 
confirmed the work of. Thompson and Wyatt. By this 
procedure one can produce a definite, apparently non-toxic 
pigmenting hyperbilirubinaemia. Using the larger dose 
of bilirubin (15 mg. per kilogramme) more frequently than 
Thompson, we have produced degrees of hyperbilirubin- 
aemia in which the peak concentrations (just after the 
solution is injected) have reached 20 to 35 mg. and the 
retention levels twenty-four hours after injection (and 
just before another injection) rose to as high as 12.5 mg. 
of bilirubin per 100 c.cm. of serum. 

To date my colleagues and I have treated twelve 
patients—eleven with rheumatoid arthritis and one with 
primary fibrositis. Rarely obtaining any significant effect 
from six to twelve injections, we have sometimes given 
twelve to twenty and in a few cases from twenty-five to 
thirty consecutive daily injections. Little or no benefit was 
obtained in five cases (including the two in which the 
solutions were buffered). One patient had a rather 
complete temporary remission in symptoms, but only for 
about three weeks, which is the longest and most definite 
effect obtained. Short incomplete remissions apparently 
resulted in six cases for a few days only: in three 
of these six cases the reduction in symptoms seemed 
slight but definite: in the other three it was more 
definite but was still incomplete and very transient. One 
of these six patients accepted two courses of injections: 
the first course included ‘seventeen doses, the second twelve 
doses." He was markedly icteric, but the effect was mild, 
if there was any. At the start, attempting by correspond- 
ence to collaborate in the development of a new technique, 
we made three slight changes in technique which we 
believed were insignificant.*. Correcting these “ differ- 
ences,” however, has not brought about a relief com- 

* The first seventeen doses were prepared by our “ modification ” 
of Thompson's technique, but the twelve doses of the second course 
were prepared exactly according to Thompson's technique. 

*In the method of Thompson and Wyatt bilirubin is dissolved 
in monohydrated sodium carbonate: we used anhydrous sodium 
carbonate, solutions in both cases being one-tenth normal. When 
the bilirubin was thoroughly dissolved Thompson filtered the 
solution through a Seitz filter. To facilitate the Seitz filtration we 
first filtered the solution through a thin layer of infusorial earth. 
Decholin was added by Thompson after the Seitz filtration, by us 
before the filtration. These “ differences” in technique seem 
immaterial. 
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parable to that produced by spontaneous jaundice. The 
failure to produce constantly any lasting relief by such 
injections has convinced me that it is necessary to study 
this problem from many other angles in order to establish 
the influence of the various factors involved. 

Preliminary Appraisal.—lt is too early to evaluate the 
procedure fully. By it one can produce an apparently 
harmless artificial “jaundice ™ or hyperbilirubinaemia 
which may be utilized to advantage in the study of a 
number of physiological and clinical problems. Only by 
some such method can we determine what part, if any, 
bilirubin plays in the phenomenon which spontaneous 
jaundice induces. Regardless ot the slight, and to my way 
of thinking unimportant, differences in technique, my 
results, and those of Thompson and Wyatt, speak for 
themselves. A number of my patients have been made 
markedly icteric and had concentrations of serum bilirubin 
that should have been effective were bilirubin in just any 
form the potent factor; the results, however, have been 
equivocal or incomplete. Obviously the method is not 
yet reproducing the full effect which spontaneous jaundice 
evokes. But the fact that any effect, no matter how 
incomplete or transient, can be so induced, even incon- 
stantly, seems significant. So far, however, one must 
clearly differentiate the effects of spontaneous jaundice 
from those of induced hyperbilirubinaemia. 

Since the results were so often equivocal, the procedure 
of inducing hyperbilirubinaemia has been difficult to 
evaluate. It seems to me best to regard it as a worthy 
preliminary venture which may provide a rather crude 
and inconsistent approximation of the more dramatic and 
complete effect of spontaneous jaundice. Certainly in 
its present form it is by no means a “control of 
arthritis; nor is it yet a practical procedure, because it 
is expensive, time-consuming, and (most important) in- 
constantly and incompletely effective. Regarding it as 
promising research, I agree with Thompson that to exploit 
the use of bilirubin and bile salts for the treatment of 
arthritis at this time is unwarranted and most undesirable. 


Summary and Conclusions 


Jaundice involves a physiological reaction which is 
antagonistic to the continuation of active symptoms of 
rheumatoid arthritis and primary fibrositis. With the 
onset of any one of several types of jaundice, rather 
dramatic remissions in rheumatic symptoms, lasting from 
three to 104 weeks, occurred in nineteen cases of rheuma- 
toid arthritis, in nine of primary intramuscular or peri- 
articular fibrositis, in two of lumbo-sacral and sciatic pain, 
and in one of secondary hypertrophic arthritis of the hips. 
Remissions averaged (roughly) from two to three times 
the average duration of the jaundice and affected 
symptoms of active disease ; residual articular thickening 
and disability from deformity were unaffected. 


The phenomenon depends more on the quantity than 
on the quality (or type) of jaundice, a certain intensity 
of jaundice being required. Since intercurrent jaundice 
of several types and various degrees of severity did not 
alleviate symptoms of certain other painful articular and 
neuritic diseases, the phenomenon may be relatively 
specific for rheumatoid arthritis and fibrositis. This con- 
clusion is tentative ; perhaps the exhibition and application 
of the phenomenon may be possible in other conditions. 

The therapeutic implications are obvious: a study of 
the phenomenon may enhance our knowledge of the 
pathogenesis of these diseases and may lead to some 
superior method of treatment. The responsible agent and 
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the mechanism whereby it operates have not been identi- 
fied ; certain hypotheses concerning them have been enter- 
tained. Several methods involving the administration of 
various components of bile and the production of artificial 
jaundice and induced hyperbilirubinaemia are being used 
in an attempt to reproduce the phenomenon. “™ Thera- 
peutic jaundice ™ is an attractive term, but even if what it 
implies can be successfully accomplished, it should be 
regarded not as an end in itself but as a means to an end, 
a rather crude form of treatment which is just a step, but 
perhaps an important one, on the way to the refined 
therapy of the future. 

Regardless of what further investigations bring forth, 
four conclusions are made now: 


1. The condition of jaundice is not entirely malevolent ; 
it may initiate a phenomenon distinctly, if temporarily, 
beneficial to patients with certain diseases, particularly 
rheumatoid arthritis and fibrositis. 

2. Rheumatoid arthritis and fibrositis can no longer be 
regarded as necessarily relentless uncontrollable diseases 
for which no really satisfactory rapid method of control 
should ever be expected. Certain of their pathological 
changes may be permanent, but their pathological 
physiology is more rapidly reversible than previously 
supposed ; indeed, it may be dramatically reversible. 

3. Regardless of the supposed validity of the infectious 
theory, obviously rheumatoid arthritis and fibrositis can 
be profoundly influenced by a phenomenon primarily 
chemical. 

4. Nature possesses a highly effective method of pro- 
ducing dramatic remissions involving a phenomenon which 
is precipitated more rapidly by jaundice than by any other 
physiological or therapeutic method. The next step 
belongs to the future. It is important for us to identify 
Nature’s dramatic, if accidental, antidote. 
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SULPHAMIDO-CHRYSOIDINE, SULPHANIL- 
AMIDE, AND BENZYLSULPHANILAMIDE 
IN THE TREATMENT OF ERYSIPELAS 


A CONTROLLED SERIES OF 242 CASES 
BY 


W. R. SNODGRASS, M.A., B.Sc., M.D., 
F.R.F.P.S.G. 


Assistant Physician, Western Infirmary, Glasgow 


T. ANDERSON, M.B., Ch.B., M.R.C.P.Ed. 


Deputy Superintendent, Ruchill Hospital, Glasgow 
AND 


J. L. RENNIE, M.B., Ch.B., D.P.H. 


Assistant Medical Officer of Health, Burgh of Ayr; late 
Resident Assistant Physician, Ruchill Hospital, Glasgow 


We have recently published two reports to the Thera- 
peutic Trials Committee of the Medical Research Council 
on the treatment of erysipelas (Snodgrass and Anderson, 
1937a, 1937b). In our first report we showed in a con- 
trolled series of 312 cases that prontosil “red” 
(sulphamido-chrysoidine) was more effective than ultra- 
violet light in that the cases which received sulphamido- 
chrysoidine gave better results in respect of the curtail- 
ment of (1) the duration of the spread of the local lesion ; 
(2) the duration of primary pyrexia ; (3) the duration of 
toxaemia. The evidence supporting these statements was 
assessed statistically. 

In our second report, dealing with a controlled series of 
270 cases of erysipelas, we investigated the action of the 
derivative of sulphamido-chrysoidine termed p-amino- 
benzenesulphonamide, and commonly called  sulphanil- 
amide. Ultra-violet light was again used as the method 
of treatment for the control series of cases. We once 
more came to the conclusion that the use of sulphanil- 
amide was better than the use of ultra-violet light in respect 
of the same criteria as in our first report. This evidence 
was also assessed statistically. The question of the 
optimum dosage was not determined, but it was found that 
an effective method of treatment was to give | gramme of 
sulphanilamide by mouth at four-hourly intervals until 
the cessation of primary pyrexia, and thereafter 0.75 
gramme by mouth thrice daily until final cure was deter- 
mined. 

Toxic symptoms in this second series, in which -large 
doses of sulphanilamide were used, were common, 
amounting to 35.5 per cent. in 270 cases. Cyanosis was 
the most frequent manifestation, and occurred in 29.6 
per cent. of cases. It was considered, therefore, that 
further work was necessary in an attempt to settle a mini- 
mum adequate dosage, for the incidence of cyanosis 
rapidly increased with an increase in dosage. In our 
first series, employing sulphamido-chrysoidine, there were 
Only two cases of cyanosis, but the average case dosage 
was 5 grammes and the maximum case dosage 15 grammes. 
In the second series, employing sulphanilamide, the 
average case dosage was 41.6 grammes and in the first 
two days 14.64 grammes, while cyanosis, as already stated, 
occurred in 29.6 per cent. of all cases. Thirty-nine cases 
in our second series received more than 6 grammes of 
Sulphanilamide a day during their initial stages of treat- 
ment, and in this small group the incidence of cyanosis 
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rose to 48.7 per cent. Sulphamido-chrysoidine and 
sulphanilamide are not chemically equivalent drugs, nor 
were they employed in equivalent dosage. It was there- 
fore difficult to compare their therapeutic efficiency as 
exhibited in our two series of cases. It was thought 
desirable to undertake a third series of controlled cases 
with a view to determining this, and, further, it was con- 
sidered desirable to investigate the anti-streptococcal 
activity in erysipelas of yet another derivative of this 
group of anti-bacterial compounds, and so p-benzylamino- 
benzenesulphonamide was employed. The objects of this 
third report are therefore: (1) To investigate the compara- 
tive therapeutic activities of (a) sulphamido-chrysoidine 
(the preparation used was prontosil red, Messrs. Bayer, 
Ltd.); (b)  p-aminobenzenesulphonamide, commonly 
termed sulphanilamide (the preparation used was strep- 
tocide, Messrs. Evans Sons Lescher and Webb): (c) p- 
benzylaminobenzenesulphonamide, hereafter referred to 
as benzylsulphanilamide (the preparation used was prosep- 
tasine, Messrs. May and Baker Ltd.). (2) To determine 
an optimum dosage, taking into account the question of 
drug intolerance. 

The material consists of all patients over 5 years of 
age whose case was diagnosed as erysipelas after admission 
to Ruchill Hospital, Glasgow, from November, 1937, 
to March, 1938. Again our material was thoroughly 
representative of the incidence of the disease in this 
district during the period under review. All patients were 
under the clinical control of T. A. and J. L. R. 


Plan of Investigation and Details of Treatment 

Part |: 122 Cases.—There were four treatment groups: 

A. Benzylsulphanilamide, 1 gramme four-hourly. 

B. Benzylsulphanilamide, 2 grammes four-hourly. 

C. Sulphanilamide, 1 gramme four-hourly. 

D. Sulphanilamide, 2 grammes four-hourly. 
For each group fifteen male patients and fifteen female 
patients were gathered—the cases being allocated strictly 
in order of admission. (In each ward, male and female, 
one extra case was taken on at the end of the investiga- 
tion and was retained in the series.) 

These cases were admitted during the months of Novem- 
ber and December, 1937, and early in January, 1938. 

Part Il: 120 Cases.—There were tour treatment groups: 

A. Sulphamido-chrysoidine, 1 gramme four-hourly. 

B. Sulphamido-chrysoidine, 2 

C. Sulphanilamide, 0.5 gramme four-hourly. 

D. Sulphanilamide, 0.75 gramme four-hourly. 


grammes four-hourly. 


Again each group comprised fifteen male patients and 
fifteen female patients taken in rotation according to 
the order of admission. These cases were admitted 
during the months of January, February, and March, 


1938. 
The specific treatment noted above was continued 
until the temperature of the patient became normal. 


Thereafter all cases in groups A, B, C, and D, Part I, 
and groups A and B, Part II, received | gramme of the 
drug originally given thrice daily ull dismissal from hos- 
pital. In respect of groups C and D, Part II, the original 
dosage of the drug chosen, 0.5 gramme and 0.75 
gramme, was administered thrice daily. 

No local treatment was given, and all cases, as before, 
were treated under strictly comparable conditions. Full 
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details of diet and laxatives will ‘be found in our second 
paper (Snodgrass and Anderson, 1937b), which also 
recorded the data used*to obtain our records of results. 
In a word, this series of cases, apart from specific treat- 
ment, has been subjected to the same controls and to 
the same analyses as the preceding series. 


Assessment of Results 


1. The distribution of the individual cases in the two 
treatment groups must be considered in respect of certain 
factors known to influence the course of the disease. 
Those regarded as being of greatest importance are: (a) 
the duration of the disease before admission to hospital ; 
(b) the age of the patient; (c) the severity of the infec- 
tion ; (d) associated diseases. Tables constructed to show 
the relation of these factors to the types of treatment 
indicate an even distribution. A _ statistician who has 
examined them is satisfied that there was no weighting 
of any one line of treatment by any of these factors. 

2. The question when “cure” is achieved has to be 
determined. The fatality rate in erysipelas is so low 
that it cannot be used in a small series of cases to assess 
the value of a therapeutic measure. There is no single 
clinical feature which can be regarded as a satisfactory 
criterion of recovery. Cases are seen where the lesion 
continues to spread after the temperature has become 
normal; and, again, it is not uncommon for the local 
lesion to cease spreading while the temperature is still 
clevated and the patient continues in a toxic condition. 
In order to arrive at a conclusion in this series of cases, 
attention was paid to the following points from the 
beginning of treatment: (i) the duration in days of the 
spread of the local lesion; (ii) the duration in days of 
the primary pyrexia ; (iii) the time in days which elapsed 
until the patient was free from toxic symptoms. These 
are the criteria which were used in our previous reports. 


Results of Treatment 


There were five deaths. Four of these have been ex- 
cluded from the following tables.* All deaths will be 
dealt with later in this report. The corrected and re- 
arranged numbers for each subsection are therefore: 


Sulphamido-chrysoidine.. 1 gramme four-hourly.. 30 cases 
Ne = es 2 grammes _s,, ery aes 
Sulphanilamide .. -. OS gramme ,, bin’ igh oo 
” ** “* 0.75 ” ” ” ad 30 ” 
a - a - Pm i a ee ae 
= owe -. 2 grammes _,, <se. a 
Benzylsulphanilamide .. 1 gramme __,, a 
ss eo 2 grammes ,, os 





Total 238 cases 

Table I shows that out of fifty-eight cases receiving 
sulphamido-chrysoidine 86.2 per cent. had no further 
spread of lesion after twenty-four hours; out of 120 
cases receiving sulphanilamide the equivalent percentage 
was 88.3; while out of fifty-eight cases receiving benzyl- 
sulphanilamide the percentage *was only 68.9. The 
difference between this last percentage and either of the 
others is more than twice the standard errors of the 
differences, and is considered significant. This reflects 
unfavourably on the effect of benzylsulphanilamide. 
With regard to the various subgroups receiving sulphanil- 





* One patient died during convalescence, and as the local lesion 
was at the time of death completely cured the case has been 
retained in the statistical tables. 
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amide little can be said: there is a slightly better outcome 
during the first day for those cases receiving the larger 
dosages, but the difference is small and cannot be deemed 
significant. 


TABLE 1.—Spread of Lesion 

















Duration in Days 
Method of Treatment Total 
Cases 
0 1 2 3 
Pa (tem. 13 rT 6 0 20 
eer" . (43.3) (36.7) (20.0) 
chrysoidine - 
}2 gm 1! 15 2 0 28 
{ (39.3) | ($3.6) | (7.1) 
2m on sy ma 0 30 
(43. (33. (23. 
Sulphanilamide } 
| 0.75 gm. 14 12 3 1 30 
( (46.7) | (40.0) | (10.0) | (3.3) 
| 1 gm. AY A. at 0 31 
($4.8) } (35.5) (9.7) 
Sulphanilamide 4 
12 em. 18 i 2 0 31 
( (58.1) | (35.5) | (6.5) 
; 1 gm. 16 4 7 2 29 
Benzy lsulphanil- tiie J (55.2) (13.8) (24.1) (6.9) 
amide 
2 gm. 16 4 s 1 29 
‘ ($5.2) | (13.8) | (27.6) | (3.5) 
"Sn ae as | ag Re 38 4 238 
(49.6) | (2.8) | «6.0) | (1.7) 




















Table II] shows that there is no significant difference 
between the various results. After forty-eight hours, 
pyrexia had ceased in 77.6 per cent. of the cases 
receiving sulphamido-chrysoidine, in 72.1 per cent. of the 
cases receiving sulphanilamide, and in 74.1 per cent. of 
the cases receiving benzylsulphanilamide. 


TABLE Il.—Primary Pyrexia 





Duration in Days 





















































Method of Treatment GE ee mene — | ——— Total 
Over; Cases 
0 1 2 3 4 5 6 
~ a 3 1 jm j}i4 | 3} a }olofo| x 
Sulphamido- | (3.3) |(36.7)/€46.7)|(10.0)} (3.3) 
chrysoidine -, | 
2 gm. 4 8 7 6 1 0 2 0 28 
( (14.3))(28.6)}(25.0)|(21.4)} (3.6) (7.1) 
0.5 gm. 5 8 12 4 i 0 0 0 30 
(16.7))(26.7)|(40.0)}(13.3)) (3.3) 
| 0.75 gm. 0 | 1! ll 5 2 0 0 i* 30 
Sulphanil- | (36.7)}(36.7)}(16.7)| (6.7) (3.3) 
amide, 
} 1 gm. 0 11 10 9 0 1 0 0 31 
(35.5))}(32.3)|(29.0) (3.2) 
2 gm. 0 8 12 3 7 1 0 0 31 
(25.8)|(38.7)) (9.7) |(22.6))(3.2) 
1 gm. 1 9 12 5 0 2 0 0 29 
Benzylsul- ( (3.5) |(31.0))(41.4))(17.2) (6.9) 
phanilamide 4 
{? gm. 0 9 12 7 0 0 1 0 29 
(31.0))(41.4)}(24.1) (3.5) 
Totals. 1 | 7s |90 | 42 | 12 | 4] 3] 4 | 238 
(4.6) |(31.5)}G7.8))(17.6) (5.0) |(1.7)}(1.3)}(0.4) 








* The delay here was due to drug fever. 


Table III shows that out of fifty-eight cases receiving 
sulphamido-chrysoidine the percentage having no 
toxaemia after the third day was 65.6. Out of 122 cases 
receiving sulphanilamide the equivalent percentage was 
59.0. Out of fifty-eight cases receiving benzylsulphanil- 
amide the percentage was 29.3. These percentages reflect 
unfavourably upon the action of benzylsulphanilamide. 
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Taste IV.—Details of Fatal Cases 
































Duration in Days 
, Total 
Method of Treatment Cases 
Over 
0 1 2 3 4 5 6 6 
Egceiee 1 gm 0 0 7 “B 9 0 1 0 30 
Sulphamido- (23.3))(43.3)|(30.0) (3.3) 
chry soidine 
2 gm. 1 2 3 12 9 0 1 0 28 
{ (3.4)} (6.8) ((10.2))/(40.8)}(30.6) (3.4) 
0.5 gm. 0 4 4 il 8 2 1 0 
(13.3)}(13.3)}(36.7)}(26.7)} (6.7) | (3.3) 
Sulphanil- 0.75 gm.| 1 0 7 12 8 1 1 0 
amide. (3.3) (23.1))(39.6))(26.4)} (3.3) | (3.3) 
1 gm. 0} 0} 3 | 1s] 0] 2 1} o] 31 
(9.7) \(48.4)|(32.3)| (6.5) | (3.2) 
2 gm. 0 0 3 12 12 2 2 0 31 
(9.7) |}(38.7))(38.7)} (6.5) | (6.5) 
{1 gm. 0 0 2 7 11 6 2 1*| 29 
Benzs!sul- (6.9) |(24.1)}(37.9)|(20.7)} (6.9) [(3.5) 
phanilamide 
2 gm. 0 1 0 7 10 8 3 0 29 
(3.5) (24.1)](34.5)|(27.6)|(10.4) 
~ Totals 2/7 | 2] 89 | 77'| 21 | 12 | 1 4238 
{0-89} (2.9) ici aa ee (8.8) | (5.0) |(0.4) 
| 

















* Very severe case with scalp abscess. 


Recurrence 


No recurrence took place in any case during the period 
of stay in hospital, nor has any patient been readmitted 
with a recurrence one month after the- closing of the 
records. This is rather a remarkable result. In our 
first series of 312 cases there were twenty-seven cases of 
recurrence, an incidence of 8.65 per cent. In our second 
series of 270 cases the percentage incidence was 3.7. As 
half the cases in the two preceding series were not treated 
with any preparation of sulphanilamide, and as all cases 
in this third series received some form of sulphanilamide, 
the absence of recurrence may be adduced as a further 
strong argument in favour of treatment by some form 
of sulphanilamide. 

Complications 


Here are included the septic complications directly 
attributable to infection with erysipelas. Among such 
conditions are abscess formation, septicaemia, thrombosis, 
and nephritis. 

The percentage incidence was 13.8 in those cases 
receiving sulphamido-chrysoidine, 6.6 in the cases re- 
ceiving sulphanilamide, and 13.8 in the cases treated with 
benzylsulphanilamide. The number of complicated cases 
is so small that no significance is attached to the slight 
differences in the three percentages. 


Deaths 


The number of deaths was five out of 242, a percentage 
of 2.06. This is low if compared with the annual 
fatality rate given for Ruchill Hospital in the medical 
officer of health’s annual returns. The percentages there 
for the past few years are: 1935, 7.5; 1934, 7.6: 1933, 
93: 1932, 9.6; 1931, 7.7. Four of the patients who 
died have been excluded from Tables I, Il, and Ill for 
obvious reasons, but one is included because the erysipelas 
Was completely cured and the patient, a male aged 72, 
who suffered from chronic myocarditis, collapsed and 
died on being allowed up on the ninth day after admission 
to hospital. In this case the duration of spread of the 
lesion was two days, of primary pyrexia three days, and 
Ol toxaemia four days. The data relevant to these fatal 
Cases are given in Table LV. 





Dura- 
tion of | Days 
Treat-} in 
ment | Hos- 
in pital 
Days 
Large rodent 
ulcer of face. 
Acute neph- 
ritis on ad- 
mission. De- 
veloped cav- 
ernous sinus 
thrombosis 


o_— Dose 
Sex before} ,° 
and.| Site | Ad- | Prue 


. in 
Age nys- | Gms. 
Sion 


Case! Method of 


No. | Treatment Remarks 





Facial 2 6 1 1 





a 
= 

~ | 
a | 


Sulphamido- | } 
chrysoidine 


“$81 


tv 
te 
ae 


Carbuncle of 
neck. Diabe- 
tes mellitus. 
Died in coma 


Sulphamido-| F. 58 - 
chrysoidine 


*716 | Sulphanil-| M. 72 1 1! 3.5 ” 


amide 


Chronic myo- 
carditis. Al- 
lowed up on 
ninth day in 
hospital— 
collapsed and 
died 


Lesion had 
subsided = at 
death. Chro- 
nic drinker of 
meth. spirit 
? due to cere- 
bral ather- 
oma. P.m. 
refused 


95 | Benzylsul-| M. 64 ab 3 36 3 8 
phanilamide 





601 


~ 


Developed 
subcutaneous 
abscesses of 
legs which 
would not 
heal. Senile : 
hypostatic 
pneumonia 
terminal 
event 


| Benzylsul- 
{| phanilamide 


























* This patient was completely cured at time of death, and death had ao 
relation to erysipelas. 





It is to be noted from Table IV that none of these 
deaths occurred in uncomplicated cases of erysipelas. It 
is quite apparent that no definite conclusions can be 
drawn from fatality rates in this disease as to the 
relative merits of different types of treatment, since there 
will always be a proportion of patients suffering from 
associated disease in whom erysipelas is merely one of 
the terminal events. 


Toxicity 


Table V_ gives the total observed incidence of toxic 
manifestations. 


Taste V.—Toxic Effects 
































Sulphamido- Benzylsul- 
Type of chrysoidine Sulphanilamide phanilamide 
Toxic Reaction - 
| | 
I gm. | 2 gm. |0.5gm 10.75 gm igm 2gm Igm. 2 gm 
h a cD) iat, a e ka eat! nek. xccnel 
Moderate cyanosis | - - - 1 6 - - 
Slight cyanosis .. 7 2 14 12 13 13 2 3 
Pyrexia .. . - ~ - 2 l 3 , 2 § 
Rash oa - 1 2 - - - 2 
Vomiting or severe 2 2 l ! 2 1 - 
nausea | 
Delirium 1 1 ~ l - - - 
*Jaundice (’) — - 1 ae i he 
' 
| } 
Complaint of se- - 1 ar ore - 
vere drowsiness ' 
- - i 
' ' — = 
Total cases show- 2 & 2 17 17 25 s S 
ing toxic effects aanad (nae 7h CS3.3)) (S48) | (54.89) 80.1) |) 017.2) 17.2) 
| 








* This case left hospital against advice on day jaundice was noted—twelfth day 
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The occurrence of some degree of cyanosis was the 
most commonly observed toxic effect. Irrespective of 
drug or dosage, the total incidence was 30.7 per cent. 
In no case could the appearance of cyanosis be considered 
dramatic ; it was never of long duration and there was 
little constitutional disturbance. @ No _— spectroscopic 
examinations were made, but none of the cases exhibited 
the severe degree of cyanosis that had been previously 
noted by us in patients with proved sulphaemo- 
giobinaemia. No patient received any form of sulphur 
while under treatment. Twenty-nine per cent. of the 
patients, however, gave a history of taking “ salts” before 
admission to hospital. The routine which is adopted in 
the hospital when such a history is obtained is to 
administer a soap-and-water enema on admission, repeat 
it in twelve hours, and delay treatment with the drugs 
until after the second enema. Cyanosis developed in 
32.8 per cent. of those who gave a history of taking 
‘salts,’ while in those who had no such antecedent 
history the incidence of cyanosis was 29 per cent. It 
has been suggested that there is a causal relation between 
premedication with saline purgatives containing sulphur 
and the occurrence of cyanosis (Paton and Eaton, 1937 ; 
Discombe, 1937). The close equivalence of the per- 
centages in the two groups in this series and the absence 
of severe cyanosis rather suggests that the enemata may 
have some preventive action on the occurrence of 
cyanosis. 


At no time did cyanosis give cause for alarm, and while 
in some cases the drug was stopped on its appearance, in 
the majority the drug was continued with no apparent 
ill effect. When comparison is made between the drugs 
used, it is found that the incidence of cyanosis was less 
in those cases which received sulphamido-chrysoidine or 
benzylsulphanilamide, and that, as we had _ previously 
Suggested, cyanosis increased in incidence with the larger 
doses of sulphanilamide. 

Toxic effects other than cyanosis were noted in 11.8 
per cent. of the cases. These (see Table V) were 
transient in nature, rapidly ceased after stoppage of the 
drug, and did not give rise to prolonged illness or un- 
pleasant sequelae. The occurrence of these secondary 
toxic effects cannot be correlated with any particular type 
of drug used, and whether they are an expression of 
idiosyncrasy or of some factor still undetected cannot yet 
be stated. While routine blood examinations have not 
been carried out, no case has been observed in which there 
was any Clinical suggestion of blood dyscrasia. 

One further observation should be made regarding toxic 
effects. Reference to Tabie II shows that when | gramme 
of sulphanilamide was given four-hourly only 3.2 per 
cent. of cases remained pyrexial after three days in hos- 
pital, while with a dosage of 2 grammes four-hourly the 
equivalent percentage was 25.8. When the other criteria 
of cure are examined in these two groups it is seen that 
if 2 grammes of sulphanilamide are given four-hourly 
the duration of the spread of the lesion and of toxaemia 
closely corresponds to the results obtained with 1 
gramme of sulphanilamide given at four-hourly intervals: 
If this is taken in association with the later occurrence 
of drug fever as a toxic sign it would seem that larger 
doses of sulphanilamide may have a direct effect in the 
prolongation of fever. 


Discussion 


Table VI summarizes the results obtained with the 
different drugs used in the combined series, irrespective of 
dosage employed. Percentages only are given. 


ss, 














TABLE VI 
— ‘ . ' a 
No Spread | No Pyrexia | No Toxaemia | Toxic | 
Drug after after after | Effect sp} No. of 
Employed 24 Hours in | 48 Hours in 3 Days in Dr nga “asey 
Hospital Hospital Hospital | | 
— $$$ — | —— |. 
Sulphamido- 86.2 77.6 65.5 27.5 | 38 
chrysoidine 
Sulphanilamide 88.3 72.1 59.0 61.4 122 
Benzylsu!phanil- 68.9 74.1 29.3 17.2 58 
____ amide 

















It would appear that in respect of its effect on the 
duration of spread and toxaemia the action of benzyl. 
sulphanilamide is slower than that of either of the other 
drugs. The incidence of toxic effects from this drug js 
the lowest, but on the other hand, as has been stated 
earlier, the occurrence of these toxic phenomena seems 
to have no harmful sequelae, provided that the drugs are 
used in proper dosage and under careful clinical super- 
vision. On these grounds, therefore, and after careful 
study of Tables I, I], and IIl, we feel that benzyl 
sulphanilamide is not the drug of choice in the treatment 
of erysipelas. 

The figures in Table VI indicate that there is little to 
choose between sulphamido-chrysoidine and sulphanil- 
amide. I Table VI, however, the varied dosage of the 
two drugs employed is not taken into account. One 
of the purposes of this paper is to attempt to ascertain 
a dosage which will have the optimal clinical effect. 
After careful scrutiny of Tables I, Il, and III it is thought 
that the best results have been obtained with the employ- 
ment of sulphamido-chrysoidine in | and 2 gramme 
doses and sulphanilamide in 0.75 and 1 gramme doses. 
The effects of these are summarized, therefore, in Table 
VII, using the same criteria for assessment and again 
expressing the results as percentages. 




















TABLE VII 
No Spread | No Pyrexia | No Toxaemia; Toxic No. of 
Drug and Dosage after after after Effects | Cases 
Employed 24 Hours’ 48 Hours’ 3 Days’ of in 
Treatment Treatment Treatment Drug Group 
Sulphamido- 
chrysoidine: 
1 gramme 380 86.7 66.7 33.3 30 
2 grammes 92.9 67.9 66.7 21.7 28 
Sulphanilamide : 
0.75 gramme 86.7 73.3 65,5 54.8 » 
1 gramme 90.3 67.7 $8.1 54.8 30 




















Analysis of Table VII suggests the following conclu 
sions : 

(a) Duration of Spread.—The percentage differences are 
small and not statistically significant. The fact that with 
each drug better percentage results are obtained when the 
larger doses are employed is, however, suggestive of 
increased therapeutic effect. 

(b) Duration of Primary Pyrexia——We again note a 
slight lag in the fall of temperature when the larger doses 
are employed. As already stated, we feel that the drugs 
may have a direct pyrexial effect in the larger quantities. 

(c) Duration of Toxaemia—No difference is observed 
between the two drugs or their varied dosage. 

(d) Toxic Effects—The occurrence of toxic effects is 
slightly less when sulphamido-chrysoidine is used. 

(e) Dosage.—The percentages indicate that the thera- 
peutic results obtained with a dosage of 2 grammes of 
sulphamido-chrysoidine and 1 gramme of sulphanilamide 
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closely correspond. In other words, the sulphanilamide 
radical, weight for weight, is clinically more effective than 
the original sulphamido-chrysoidine. 

We are, however, of the opinion, from the. above 
figures, that the choice of drug to be employed can be 
left to individual preference. The method of administra- 
tion to an adult patient should be: (i) Sulphamido- 
chrysoidine: 1.5 grammes every four hours—that is, 9 
grammes a day—until cure is established ; thereafter 1 
gramme three times daily for a further period of fourteen 
days. (ii) Sulphanilamide: 1 gramme every four hours 
—that is, 6 grammes a day—until cure is established ; 
thereafter | gramme three times daily for a further period 
of fourteen days. 

All other drugs must be avoided during the period of 
specific treatment: a list of suitable purgatives should be 
given to the patient, the use of enemata explained, and 
explicit instructions given regarding diet along the lines 
laid down in our previous paper (Snodgrass and Anderson, 
1937b). Toxic effects should be reduced to a minimum 
if these suggestions are followed. 


We wish to thank Dr. W. M. Elliott, physician-superintendent 
of Ruchill Fever Hospital, for permission to conduct the 
investigation. We would also record our thanks to Mr. 
Victor Goode, registrar, for careful assistance in the collection 
of the figures. 
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LATE RESULTS OF SURGICAL TREAT- 
MENT IN PERFORATED PEPTIC 
ULCER 


BY 
J. VERNEY CABLE, M.D., M.R.C.P. 


Formerly Resident Medical Officer to the Wellington 

Hospital, New Zealand 
Upon the late results of surgical treatment in cases of 
perforated peptic ulcer there appears to be a considerable 
diversity of opinion. Thus Thompson, Miles, and Wilkie 
(1931) state that “the successful closure of a perforation 
is in many cases followed by freedom from digestive 
trouble.” though they add that this is not so “in a number 
of cases.” Sherren (1932) considers that if the ulcer 
which perforates is acute and situated on the anterior 
surface of the stomach no further symptoms will develop 
in most cases. Walton (1934), commenting on the different 
views held, says that a close follow-up does not confirm the 
opinion that the majority of cases have no further symptoms 
after recovery from operation. Romanis and Mitchiner 
(1937) consider that successful recovery from a perforation 
is nearly always followed by a period of relief from 
symptoms that may last from six to eighteen months 
before the recurrence, which they seem to regard as a 
common event. 

The present investigation was carried out at the Welling- 
ton Hospital, New Zealand, with a view to ascertaining 
the late results of simple closure of a perforated peptic 
ulcer. No attempt was made to divide the cases into 
groups in which the ulcer was thought to be acute or 
chronic. The findings are compared with the results 
obtained from the treatment of a group of cases of un- 
perforated peptic ulceration by medical methods. 


There were forty-one cases of perforated peptic ulcer 
treated by simple closure, this figure comprising fourteen 
cases of gastric ulcer, twenty-five cases of duodenal ulcer, 
and one case each of jejunal and gastro-jejunal ulceration. 
The time elapsing between the occurrence of perforation 
and operation varied considerably, being in some cases 
as short as one hour and in others as long as two days. 
That the period was often longer than is usually the case in 
Great Britain is due in large measure to geographical 
considerations and lack of transport facilities, and is 
reflected in the high mortality, for of the forty-one patients 
submitted to operation twelve died. The site of the ulcer 
in the latter was duodenal in eight cases, gastric in three, 
and jejunal in one case. 

A careful follow-up was made at a period after the 
operation varying from six months to three and a half 
years. Of the twenty-nine surviving patients five were 
not traced, leaving twenty-four cases to be assessed. The 
cases were divided into four groups according to their con- 
dition at this examination. (1) Classed “excellent”: the 
patient can eat anything without symptoms. (2) Classed 
“good”: the patient remains free from symptoms while 
keeping to some dietary restrictions. (3) Classed “ fair”: 
symptoms troublesome even on dietary restrictions, but 
have not obliged the patient to lie up or to stop work. 
(4) Classed “ poor”: where the symptoms have required 
further treatment or have prevented the patient from 
working. The results according to this classification are 
shown in Table I. 

Taste I 





Percentage o 
Cases Traced 


No. of Cases 





Excellent .. ee ee 2 3 
Good.. oe es 6 25 
Felr .. ee ee ee 6 25 
Poor .. * - aw 10 42 











Of the ten cases classed as poor, four have required 
surgical treatment, from which two patients died, while 
two others have since died from gross haemorrhage. Two 
more have been readmitted to hospital ; one of these was 
found to have some pyloric stenosis, and would have 
received surgical treatment had he not been considered 
too poor a risk on account of his age and general health. 
Thus of the forty-one patients admitted for treatment ot 
a perforated ulcer sixteen (39 per cent.) are known to have 
died as a direct result of the ulcer, while six others (15 per 
cent.) are in a state of chronic invalidism, and only eight 
cases (19.5 per cent.) could be grouped together as good 
or excellent results. 


Comparison with Medical Treatment 


These results may be compared with those obtained 
from treating a group of cases of peptic ulcer medically. 
The diagnosis in this group was made clinically and was 
confirmed from radiographs, a definite crater being the 
criterion. 

The mode of treatment was the usual dietary restriction 
and alkaline powders, with rest in bed. for a minimum of 
three weeks. This treatment was carried out thoroughly 
for approximately three weeks in hospital, but at the end 
of that time in some cases the later treatment was not 
so strict as is now the rule. It was considered that this 
lack of strictness was the principal reason for the some- 
what unsatisfactory results of medical treatment, and 
consequently a prolonged and thorough regimen as advo- 
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cated by Hurst (1937) has since been more generally 
adopted. 

A group of eighty-one treated patients were traced 
and their condition assessed by the classification given 
above. There were twenty-three cases of gastric ulcer 
and fifty-eight of duodenal ulcer. The results are set out 
in Table II. 


Taste I.—Cases of Gastric and Duodenal Ulcer treated 














Medically 
Gastric Ulcer Duodenal Ulcer 
No. of Cases} Percent. | No. of Cases| Per cent. 
Excellent i a eS © FF | 12 
Good.. 7 30 24 41 
Fair .. “ as 4 17 12 21 
Poor .. 9 39 15 26 














Taking the gastric and duodenal cases together, the 
total number classed excellent is ten (12 per cent.), while 
the number classed good is thirty-one (38 per cent.), and 
if these cases are included in one group, “ Excellent-Gocd,” 
there are forty-one (50 per cent.), a figure distinctly better 
than the comparable one in the perforated group. Though 
the present series of cases is admittedly small, they were 
followed up carefully, and it is felt that the findings are 
of some value. They lend no support to the view that 
cases of perforated peptic ulcer usually recover from their 
original disability after closure of the perforation. 


Summary 


The late results of surgical treatment in a series of 
cases of perforated peptic ulcer are reviewed and com- 
pared with the late results of treatment in a group of 
cases of peptic ulceration treated by medical methods. 


It is shown that in the present series the results are 
opposed to the view that a considerable proportion of 
cases of perforated ulcer are free from ulcer symptoms 
after surgical closure. 
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A new periodical, the Journal of Neurophysiology, has been 
founded to provide a channel for the early publication of 
original work bearing on the functions of the nervous system. 
It will not include articles on morphology or on neuro- 
pathology, but only those clinical, psychological, or zoological 
contributions which are regarded as being primarily experi- 
mental in character. In a memorandum on the policy of 
the journal issued by the editors it is suggested that neuro- 
physiology has now reached a stage at which it may well 
claim recognition independently of the parent science of phy- 
siology. Although, they state, one may deplore the increasing 
subdivision of physiology, this fragmentation is to a large 
extent inevitable. The Editorial Board consists of Drs. J. G. 
Dusser de Barenne, J. F. Fulton, and R. W. Gerard, who are 
supported by distinguished advisers in various parts of the 
world. The Journal of Neurophysiology is to be issued every 
two months at a subscription rate of 6.50 dollars for countries 
outside the U.S.A., Canada, and Latin America, and is pub- 
lished by Charles C. Thomas, Springfield, Illinois. 
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Recovery from Haemolytic Streptococcal 
Septicaemia in Patient with Diabetes 


The following case of streptococcal septicaemia treated 
with prontosil seems interesting enough to be placed on 
record. 


Case RECORD 


A woman aged 29 had been treated for diabetes mellitus 
for several years. She had been stabilized satisfactorily on 
a Lawrence diet, receiving 12 black and 8 low red lines. She 
required insulin 25 units in the morning and 20 units in the 
afternoon. 


Until the onset of her illness she had been keeping per- 
fect, well. Her first symptoms were general weakness, aching 
in the limbs, dyspepsia, and pyrexia, being attributed to a 
mild attack of influenza. At this stage she was admitted to 
the Royal Infirmary of Leicester. The influenza pursued a 
normal course, although of a severe form, until five days after 
admission, when she complained of pain in the right side of 
the chest on deep inspiration. On auscultation pleural friction 
rub was found. Next day there was evidence of consolidation 
in the right upper and middle lobes. Type II pneumococci 
were found in the sputum. On the third day 25 c.cm. of 
Type II anti-pneumococcal serum were given intravenously, 
The pneumonia pursued a normal course until the fifth day, 
when an apparent crisis occurred. However, on the same 
evening the temperature rose again to 103° F. Three days 
after the crisis an acute otitis media developed in the right 
ear, which rapidly settled after two days. 


Ever since the pseudo-crisis the temperature had continued 
to fluctuate between 100° F. and 103° F., never falling to 
normal: pleural effusion was suspected. On _ aspiration 
4 ounces of clear fluid were obtained. This was found to 
contain large quantities of haemolytic streptococci. Blood 
examination showed 22,108 white cells per c.mm., 88 per cent. 
being polymorphs. Six days after the pseudo-crisis the spleen 
was first palpable, leading one to suspect blood-stream infec- 
tion, and about the same time the temperature began to rise 
in a manner suggestive of septicaemia. On blood culture 
haemolytic streptococci were found in all the tubes after 
sixteen hours’ incubation. 

Up till this time the patient's general condition had been 
fairly satisfactory, although her diabetes was difficult to 
control ; but once the septicaemia developed the gravity of her 
illness became apparent. She was exhausted, and dyspnoeic 
on the slightest movement, and the diabetes was uncontrollable 
even with very large quantities of insulin. 

Prontosil rubrum was now given intramuscularly, 10 c.cm. 
daily for four days. This was followed by prontosil album 
(orally), 12 tablets daily. Six days after the commencement 
of the septicaemia another blood culture was taken. It was 
sterile after sixteen hours’ incubation. Haemolytic strepto 
cocci were found in two tubes after three days. Blood exam 
ination showed a fall in the white cells to 14,374 per c.mm, 
of which 85 per cent. were polymorphs. The general con 
dition of the patient also showed marked improvement, 
exhaustion being much less evident. However, the tempera 
ture continued to fluctuate for a further three days, although 
in a less alarming manner than previously. 


Ten days after the temperature had ceased to swing adminis 
tration of the prontosil was stopped. The temperature imme 
diately began to show signs of a return to the septicaemic typé, 
rising at nights to 102° F. The administration of 6 grammes 
of prontosil daily was at once recommenced, and after three 
more days the temperature began to settle again. This time 
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the prontosil was continued for a further two weeks, gradu- 
ally being reduced every three days thereafter. 


Since that date progress has been satisfactory, except that 
the resolution of the consolidated lung has been slow. Ultra- 
therm treatment has been instituted, resulting in hastening of 
the resolution. A blood examination immediately after the 





PR 


Prontosil rubrum; P A = 
Prontosil album. 


Daily Temperature Chart. 


cessation of the prontosil showed: white cells, 10,100 per 
emm.: red cells, 4,650,000 per c.mm.; haemoglobin 88 per 
cent.. these last two figures being higher than those taken a year 
previously while in good health. The total dosage of prontosil 
rubrum was 40 c.cm. intramuscularly, and that of prontosil 
album 136 tablets (orally). 


SUMMARY 


The above record describes the case of a patient suffer- 
ing trom diabetes mellitus who developed lobar pneu- 
monia and otitis media followed by proved haemolytic 
streptococcal septicaemia. Prontosil was given in large 
doses, with recovery of the patient. Chief points of 
interest are: 


Statistics state that the fatality percentage in strepto- 
coccal infections secondary to diabetes mellitus is 90. In 
such a case as described above the mortality rate would 
be still higher. Considerable improvement, both clinical 
and bacteriological, was noticed after administration of 
prontosil was begun, with immediate relapse after its 
cessation: this suggests that prontosil was responsible for 
keeping the septicaemia in abeyance, having not yet 
finally destroyed it. 

No ill effects were discovered after giving very large 
and intensive doses of prontosil. There was no suggestion 
of agranulocytosis. However, there has been a tendency 
to persistence of slight ketosis, which was not present 
before the illness. This may be a symptom of the toxic 
action of prontosil. 

The evidence produced in this case still further corro- 
borates previous opinion as to the specific action of 
Prontosil upon haemolytic streptococci. 

! am much indebted to Dr. R. McD. Cairns for permission 
to report on this case. 


J. H. Derek Mitrar, M.B., Ch.B. 
Leicester Royal Infirmary. 


BIBLIOGRAPHY 
Keefer, C. S., Ingelfinger, F. J.. and Spink, W. W. (1937). 
int. Med., 60, 1084. 


Arch. 


CLINICAL MEMORANDA 








Tue Barrisn 
Mepicat JOURNAL 


405 





Reviews 





ENCYCLOPAEDIA OF MEDICAL PRACTICE 
The British Encyclopaedia of Medical Practice, including 
Medicine, Surgery, Obstetrics, Gynaecology and Other 
Special Subjects. Volume VII. Under the General 
Editorship of Sir Humphry Rolleston, Bt, G.C.V.O., 
K.C.B., M.D., D.C.L., LL.D. (Pp. 718; 16 plates, includ- 
ing | coloured plate; 171! figures. London: Butterworth 
and Company. 1938. 
The issue of the successive volumes of the new encyclopaedia 
occurs with commendable regularity. Volume VII covers 
the subjects hyperchlorhydria to leucorrhoea, and of the 
seven hundred pages one-quarter is devoted to the prob- 
lems of labour. The reader will find a full account of 
the mechanism and conduct of normal labour, and the 
various causes of delay through ineffective uterine con- 
tractions, malpositions, disproportionate size of uterine 
contents or the bony pelvis, clearly and _ succinctly 
described by experts in the subject. Professor O'’Donel 
Browne deals with the operative and manipulative pro- 
cedures which may be needed in complicated cases, and 
there is a useful section on anaesthesia and analgesia in 
normal and difficult labour. Radiology may be found 
an adjuvant to other methods of diagnosis, and a statement 
of the principles involved concludes the group of articles. 
Professor James Young, who is responsible for the editor- 
ship of this section, is to be congratulated on the success- 
ful choice of his contributors. The whole forms a good 
description of modern obstetrical practice, and, like all 
the articles in the encyclopaedia, is clearly headed so that 
ready reference may be made to the particular point 
required. Professor Amy Fleming completes the gynaeco- 
logical articles of this volume with a statement of the 
causes and treatment of non-haemorrhagic vaginal dis- 
charges. Proper differentiation must be made to ensure 
success in treatment. 

The principles of feeding normal infants by breast- 
feeding, wet-nursing, or by means of artificial foods, and 
the dieting of children of older years, are discussed by Dr 
Kenneth Tallerman. Mr. Lionel Colledge deals with the 
diseases of the larynx, giving clinical pictures of the acute 
and chronic disorders met with, their diagnosis and treat- 
ment. He adds a lucid description of the operative 
procedures which may be used, their indications and tech- 
nique. Mr. A. E. Roche deals with the surgical diseases 
of the kidney, while the important subject of acute and 
chronic intestinal obstruction is taken by Mr. Nils | 
Eckhoff. The symptoms arise apparently from chemical 
change in the stagnant intestinal contents behind the 
obstruction, and perhaps even more from the changes 
in the blood supply of the bowel wall, bringing about 
necrosis. A state of collapse rapidly supervenes, and 
even with modern surgical progress the mortality ts great 
in acute intestinal obstruction rarely below 30 per cent 
The formidable condition of post-operative ileus may 
usually be prevented by pre-operative preparation and 
careful operative technique. Differentiation of ileus ot 
sympathetic origin from that caused by obstruction may 
be made by giving spinal anaesthesia, but this must be 
done when immediate operation is available to follow 
failure to relieve. Diseases and disorders of joints and 
their development from injury are dealt with by Mr 
George Perkins and Professor G. R. Girdlestone. Among 
the medical subjects the factors involved in jaundice are 
stated by Professor McNee from the modern aspect which 
he himself has done much to make clear. The colour 
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giving rise to the symptoms is due to the formation of 
bilirubin largely outside the liver ; jaundice then may be 
due to excessive production of bilirubin swamping the 
blood or to the obstruction in its excretion through the 
liver, whether by blocking of the small or large bile ducts 
or by changes in the liver cells themselves. The implica- 
tions of the van den Bergh reactions are set out. 

Other syndromes in this volume are insomnia, by Dr. 
J. P. Martin, and hyperchlorhydria, by Professor Henry 
Moore, while Dr. Gladys Wauchope gives a satisfying 
description of the phenomena of hyperglycaemia and 
hyperinsulinism and their treatment. Dr. Douthwaite’s 
article on influenza covers the vexed questions of the 
infecting agent (which is almost certainly a virus) and 
the secondary infecting bacteria which are responsible 
for so many of the complications, the diagnosis, and the 
treatment, for which there is no specific as yet. Leishman- 
iasis and leprosy are important specialist subjects. Of 
other special articles in this volume, Dr. Strauss discusses 
hypnotism, Dr. Okell immunity and immunization, and 
Dr. J. C. Bridge lead poisoning. Dr. Otto May's com- 
ments on the points to be taken account of by examiners 
for life assurance will be useful to practitioners who 
undertake much of this work, and the interesting and 
important subject of industrial accidents is approached 
from the general and legal aspects by Dr. D. C. Norris, 
who includes the factors of causation, so often in the 
worker himself, prevention, and estimation of compensa- 
tion for disability sustained. 


RESPONSIBILITY UNDER SUPERVISION 


Internships and Residencies in New York City, 1934-1937. 
Their Place in Medical Education. Report by the New 
York Committee on the Study of Hospital Internships and 
Residencies. Jean Alonzo Curran, M.D. (Pp. 492: tables. 
10s. 6d. net.)- New York: The Commonwealth Fund ; 
London: Oxford University Press. 1938. 
In our issue of March 19 last (p. 628) we noticed a booklet 
on Intern Education and Supervision issued under the 
auspices of the Canadian Medical Association. It was 
a succinct and valuable report on internship in relation 
both to medical education and to hospital administration 
and practice. We now have a somewhat weighty volume 
entitled Internships and Residencies in New York City, 
1934-1937. It is thoroughly and_ characteristically 
American. It has been compiled by a committee and 
subcommittees of no fewer than fifty-nine medical men 
with the help of several other persons, men and women, 
medical and lay, whose services are acknowledged in a 
preface. It contains just under 4500 pages, including 
nine appendices and nineteen statistical tables which 
may interest the curious and are more or less illuminating. 
The information given and the opinions expressed are mainly 
the result of questionaries addressed to a large number 
of ex-interns and ex-residents and to the staffs of New 
York hospitals. The general outcome of all this laborious, 
systematic, and careful activity does not seem to be more 
valuable than that embodied in the much more modest 
report published in Canada. Indeed the conclusions 
arrived at, though confirming so far as they go those, of 
that report, are less wide in character and less applicable 
to this country, but they are supported by much more 
detail. 

Some of these details seem to be of small importance, 
but others are in themselves interesting and significant. 
For instance, while the trend from general to special 
practice in America is well marked, over half the specialists 
of each type have had a period of experience in general 
practice of an average duration of four or five years. 
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Only a little over half of all graduates practise obstetrics, 
either as specialists or with their other work, and the 
proportion seems to be becoming smaller. It was found that 
40 per cent. of those in practice were doing major surgery, 
58 per cent. had made no attempt to enter this field, while 
only 2 per cent. had done so temporarily before abandoning 
it. If these facts can be taken as indicating the com. 
munity need it would appear that not more than half the 
interns require “drill in major operation technique,” and 
only a slightly larger proportion require drill in obstetric 
technique. A good deal of intern education and experi- 
ence is held to be misdirected. It is regarded as axiom. 
atic, however, that every student, after qualifying, should 
have at least one year, preferably two years, as an intern 
in One or more departments of the hospital, and that if 
a specialty is to be adopted two years’ internship should 
be followed by “residency” of similar duration in the 
particular department required. This being so it is essen- 
tial that the undergraduate curriculum should be adapted 
to this programme, and that the period of internship 
should be so organized and conducted as to constitute a 
direct and effective preparation for practice. In fact, in 
a large proportion of cases neither of these requirements 
is fulfilled. The primary and essential function of resident 
posts in hospitals is educational. “* While they serve a 
useful purpose in the’care of the sick in a modern highly 
organized hospital, it is only by this practical supervised 
experience that the student doctor can be qualified to 
assume independent responsibility for the care of patients.” 
That by some means, whether in hospital or otherwise, 
a reasonable period of actual responsibility under super- 
vision must be a compulsory part of medical education 
is the conclusion arrived at by every inquiry into this 
subject, whether in America, in Canada, or in England, 


UROLOGICAL PRACTICE 


The Practice of Urology. By Leon Herman, B.S., M.D. 

(Pp. 923 : 504 figures, 4 plates, with 3 in colour. 45s. net.) 

— and London: W. B. Saunders Company. 
This admirable book well fulfils the author’s ambition of 
writing a practical treatise on diseases of the urogenital 
system. While intended particularly for the use of the 
general practitioner and surgeon, this volume will be of 
especial value to the urologist, written as it is from 
clinical experience and packed with valuable hints and 
“tips.” The legends accompanying the numerous and 
excellently produced illustrations are a urological educa- 
tion in themselves. Both author and publishers are to 
be congratulated on this fine production, which will surely 
take its place as a 'eading standard work on urology for 
many yeats to come. The type is large and clear, but, 
as is often the case with similar works, the book is 
heavy to hold. 

The work is divided into various parts—on diagnosis 
(cystoscopy, urethroscopy, urography), instrumental thera- 
peutics in urology (for example, operative cystoscopy), the 
kidney (with a chapter on renal physiology, tests of renal 
function, and renal sympathectomy), the ureter, the 
bladder (including its physiology and functional disorders), 
the urethra (with many chapters on gonorrhoea and its 
complications), the penis and scrotum, the _ testicle, 
spermatic cord, and seminal vesicle (including a chapter 
on functional disorders of the male sexual system), the 
prostate gland, urolithiasis, urogenital tuberculosis and 
actinomycosis, and urinary syphilis. One may regret the 
use of the often encountered but etymologically unsatis- 
factory word “urinalysis.” In contradistinction to the 


high proportion of cases of ureteric calculus operated upon 
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in some clinics, conservative surgeons will agree with 
the author's estimate that operation is required in approxi- 
mately 10 per cent. of such cases. In his opinion ureteric 
meatotomy should, if possible, be avoided, because serious 
damage to the upper urinary tract in the form of per- 
manent reflux may result. A pyelogram of such a case 
is given, showing uretero-renal dilatation. It would be 
interesting to know how often this occurs after properly 
performed meatotomy. If not often, as is probable, such 
a possible complication should not prevent the use of 
a valuable therapeutic measure, when truly indicated, 
especially as Open operation may be thus avoided. The 
author’s conclusion that tuberculin therapy, though of 
value aS an accessory measure in genital tuberculosis, is 
useless and sometimes harmful in renal tuberculosis must, 
like all his statements, command respect, and is probably 
correct. 

Altogether this is one of the best books on urology one 
could wish for. The author has gone less to other books 
than to Nature for his knowledge, with the result that 
his work is a mine of practical! urological wisdom. 


VETERINARY PARASITOLOGY 


A Guide to Veterinary Parasitology for Veterinary 
Students and Practitioners. By T. Southwell, D.Sc., Ph.D., 
and A. Kirshner, M.B., Ch.B., D.T.M. (Pp. 143 ; 88 illus- 
trations, 12 diagrams. 7s. 6d. net.) London: H. kK. 
Lewis and Co. 

For some twenty years Dr. Southwell of the Liverpool 
School of Tropical Medicine has been teaching parasito- 
logy to the veterinary students of the University of 
Liverpool. He and his assistant lecturer have produced 
their course of lectures in a condensed form as a book, 
in which they have endeavoured to present veterinary 
parasitology “in as simple, elementary, and practical a 
manner as possible.” Those who are familiar with Dr. 
Southwell’s power of simplifying the anatomy and differ- 
ential diagnosis of parasites will need no assuranceé of the 
quality of this aspect of the work. Illustrated by eighty- 
eight drawings and twelve diagrams, it is an admirable 
students’ guide to the morphology of the more common 
protozoa, cestodes, trematodes, and nematodes of the 
horses, cattle, sheep, pigs, dogs, cats, and poultry farmed 
in Great Britain. 

In their preface the authors acknowledge that “ we have 
rather reluctantly included very brief accounts of the 
pathogenicity of some of the more important parasites.” 
The critic is disarmed by such charming confession of 
inexperience with the problem confronting the veterinary 
surgeon, and he sympathizes with the authors in the loss 
of their former distinguished colleague. Had the late 
Noel Pillers been spared to collaborate in this little book 
the authors’ intention of providing the practising veterinary 
surgeon with a useful guide might have been realized. 


ANAGLYPHS FOR SQUINTERS 


Anaglyphs: Their Use in Orthoptic Training. By 


Margaret Dobson, M.D.Lond. (Pp. 41; 11 figures; 

1! photographic anaglyphs and 2 training anaglyphs. 

21s. net.) London: C. Tingling and Co. 
We all learned something of the arrangement of the stereo- 
scope during our First M.B. course in physics. We 
remember that there were two pictures taken from slightly 
diflerent angles, which when viewed through suitable 
prisms gave a wonderful sense of solidity to the picture. 
The same effect can be obtained by printing two pictures 
of the same view in diflerent colours—say red and blue 


so that the two pictures do not accurately register upon 
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each other. The pictures when printed look like very 
bad two-colour prints of some advertisement. But when 
these prints are viewed through coloured glass or gelatin, 
with red before one eye and blue before the other, then 
there is gained by the visual centres of the observer as 
perfect an impression of solidity as the stereoscope can 
give. This arrangement has been made use of by Dr. 
Margaret Dobson for the production of a book of 
“anaglyphs~ for use in the training of squinters. A 
number of pictures and diagrams are provided, with card- 
board spectacles fitted with coloured gelatin for use in 
viewing the pictures. The choice of pictures is good, 
though for children we should have thought that a much 
simpler variety would have been more readily appreciated. 

The use of the anaglyphs is an alternative to that of 
the stereoscope and the adaptation of the stereoscope 
known as Worth’s amblyoscope and other more com- 
plicated instruments. There is room for a variety of 
apparatus. 


ANALYSIS OF DREAMS 


A Practical Handbook for Psycho- 
Freeman Sharpe. The International 


Analysis. 


Ella 


Dream 
Analysis. By 


Psycho-Analytical Library, No. 29. Edited by Ernest 
Jones. (Pp. 211. 10s. 6d. net.) London: The Hogarth 
Press. The Institute of Psychology. 1937. 


This book is founded on lectures given in the training 
college for psycho-analysis. The method of production and 
mechanism of the dream is described in accordance with 
Freud's teaching and compared with certain recognized 
figures of speech in poetry. Examples of dreams as they 
occur in psycho-analytic practice are given and their signi- 
ficance and interpretation are discussed. Others illustrative 
of differing types of dream are described, showing to the 
author's satisfaction that however much they differ in 
accordance with the patient's type of personality they all 
refer to much the same themes in the depths of the un- 
conscious—themes of infantile jealousies, fears, and hates 
due to sexual or excretory experiences or fantasies. A 
single dream is analysed fairly fully as an example and 
certain problems in dream analysis are dealt with. 

The author shows how certain physical and psychical 
crises in life may determine dreams and how other 
dreams may show the stage of psychical readjustment 
reached in the course of analysis. A few dreams from 
people who have finished their analysis are described, 
and it is claimed that these do not markedly differ from 
those of the unanalysed, but that the dreamer easily 
recognizes their meaning and does not suffer from any 
anxiety or painful feeling tone in relation to them. 
Finally, the last dream of a patient's life is narrated with 
a few moral reflections upon it. 

There is nothing strikingly original in this book, and it 
is not likely to be of much interest except to those who 
are serious students of psycho-analysis. 





Notes on Books 


The eighteenth edition of Dorland’s Medical Dictionary 
(W. B. Saunders Company. 1938. 30s. plain; 32s. 6d 
with thumb index) has been brought up to date by 
thorough revision and the addition of more than 3,000 
words. This valuable work of reference now extends to 
over 1,600 pages, and on almost every page new terms 
and improved definitions will be found. For every term 
the pronunciation is given phonetically, followed by the 
derivation and a concise definition. The largest amount 
of new and revised definitions will be found in the fields 
of endocrinology, immunology, pathology, medical 
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chemistry, clinical medicine, and dentistry. In his preface 
Dr. Newman Dorland acknowledges help from a host of 
friends of the Dictionary, with special mention of the 
editorial staff of the American Medical Association for 
their splendid co-operation. From the same publishers 
comes the sixteenth edition of Dorland’s American Pocket 
Medical Dictionary (price 8s. 6d. plain; 10s. 6d. with 
thumb index). For its size this is a remarkably com- 
prehensive work, giving brief definitions of over 50,000 
technical terms. The whole material has once again 
been overhauled to keep pace with the advances in 
medicine and the allied sciences and the growth of their 
terminology. The latest Pocket Dorland should prove 
even more useful than its predecessors. 


The Cockroach: Its Life-History and How to Deal 
With lt. Pamphlet No. 12 in the Economic Series, 
printed by the British Museum (Natural History), has 
now appeared in a third edition. All who are plagued 
by these pests must feel grateful to Mr. FREDERICK LAING 
for his practical booklet. It may be obtained from the 
Natural History Museum, Cromwell Road, London, 
S.W.7, at 6d. (postage Id.). 


L’Expertise en Stomatologie, by M. DeECHAUME and L. 
DEROBERT, with a preface by Professor Balthazard, is 
published in Paris by Masson et Cie, 1937, at 30 fr. 
Its title may be freely translated as “ The Stomatologist 
and the Law.” The authors have made a detailed study 
of the function of the stomatologist in criminal and civil 
cases. Each year a list of experts is drawn up by the 
appropriate tribunal, and only a doctor of medicine can 
act in criminal cases. Perhaps for this reason the elements 
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of dental anatomy are included. The book will be found 
extremely interesting by medico-legal experts ; especially 
we note that the expert must approach his task free from 
bias, and that his evidence is given to the court for the 
guidance of the presiding judge. 


A handy Dictionary of Scientific Terms has been com- 
piled by Surgeon Rear-Admiral C. M. BEADNELL (London, 
Watts and Co., 5s. net ; cheap edition, Is. net). It serves 
the purpose of a small reference book rather than a dic- 
tionary, and will be of interest to students and to those 
desirous of learning something about recent advances in 
scientific matters. There are numerous cross-references, 
synonyms, and antonyms, and a bibliography, for the 
further pursuit of the various subjects, is given at the end 
of the book. 


Another popular work from the pen of PAUL DE KruiF 
entitled The Fight for Life (London: Jonathan Cape, 
12s. 6d.) concerns itself with the “ war ” against puerperal 
fever, tuberculosis, poliomyelitis, and syphilis, and its 
high lights are chemotherapy and electric fever. The 
publisher’s note credits the author with being able to 
“dramatize” such matters, and make them “not only 
comprehensible but vivid.” Of this there is no doubt, 
but the process of dramatization has perhaps gone rather 
far for English taste. There is a huge public for such 
works as this in Amerita, where they like to know all 
about their diseases, and a flamboyant emotional style is 
more acceptable than some of us find it. The first 
requisite in a book of this kind is scientific truthfulness, 
and this author’s popular works are commendable from 
that point of view. 


Preparations and Appliances 


A HAEMOSTATIC TONSIL GUILLOTINE 


Mr. E. Craic Dun.op, F.R.C.S.Ed. (Carlisle), writes: 

This instrument is intended for use in the enucleation of 
such septic tonsils as are suitable for the guillotine operation 
in adolescents and adults. 





GALL-BLADDER FORCEPS 


Mr. T. B. Mouat, F.R.C.S., honorary surgeon to the Sheffield 
Royal Infirmary, writes: 

The special gall-bladder forceps made for me by Messrs 
Down Bros., Ltd., and shown in the accompanying figure, 





The method employed is that of Whillis and Pybus. The 
edge of the blade is rounded on section, and when fully home 
meets a flat metal surface in the end of the guard-ring. The 
blade is closed over the tonsil by pressure on the thumb-piece 
A, in the usual way, the peritonsillar tissues being grasped 
tightly enough to enable the tonsil to be dislocated. Then, 
by turning the screw B, the blade is gradually driven home, 
thus crushing the pedicle. The spring C ensures that the 
thread of the screw is ready to engage immediately B is 
turned. After leaving the instrument in position for five or 
six minutes, severance of the tonsil is completed by screwing 
the rounded edge of the blade hard up against its flat opposing 
surface in the guard-ring. 

The advantages claimed for this instrument are its simplicity 
and that it leaves a minimum of crushed tissue in the tonsil 
bed. The guillotine has been made for me by Messrs. 
Mayer and Phelps, New Cavendish Street, London, W.1, to 
whom I owe my thanks. 


have proved useful. There are at present no forceps quite 
suitable for pulling up the neck of the gall-bladder. Even 
after aspiration of the fluid contents of a distended gall- 
bladder the inflamed and thickened wall may tear through if 
it is grasped by cholecystectomy or artery forceps; while 
tissue forceps or triangular forceps are apt to crush the 
contents or pull off. 

The blades of the special forceps are sufficiently bowed to 
leave room for the gall-bladder even when its neck contains 
stones, and their finely serrated half-inch-wide jaws give a 
firm grasp, which enables the surgeon to pull up the neck of 
the gall-bladder without danger of tearing the structures and 
give good exposure for the dissection of the cystic duct and 
artery before cholecystectomy. 


CALCYDIC TABLETS 


Calcydic tablets (Allen & Hanburys Ltd.) contain dicalcium 
phosphate and vitamin D made up _ with  chocolate- 
flavoured glucose. They thus provide calcium and phosphate, 
together with vitamin D to promote the absorption of the 
minerals. 
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HEALTH INSURANCE IN AUSTRALIA 





NATIONAL HEALTH INSURANCE IN 
AUSTRALIA 
As was indicated in a leading article in the Journal 
of July 2, the National Health and Pensions Insur- 
ance Bill which had been introduced in the House 
of Representatives of the Commonwealth of 
Australia was assented to on July 5 last, and so 
became an Act. In its passage through Parlia- 
ment it was not subjected to any substantial altera- 
tion ; but it may be noted that sickness benefit will 
now be payable from the fifth day of incapacity. 
In the same article it was stated that the Australian 
Government had undertaken to appoint a Royal 
Commission to consider mainly the terms and con- 
ditions of service of medical practitioners accepting 
service under the provisions of the Act. The 
personnel of this Commission is as follows: Chief 
Justice Dethridge (Chief Judge of the Common- 
wealth Arbitration Court) as chairman ; Sir George 
Mason Allan (President of the Institute of 
Chartered Accountants, Sydney) : Dr. R. D. Mulvey 
of Bathurst, N.S.W. (President of the Western 
Medical Association, a local association in New 
South Wales). The appointment of a medical man 
as one of the three Commissioners is unusual and 
noteworthy; there may, however, be divided 
opinion as to its appropriateness or wisdom. The 
terms of reference of the Commission are elabor- 
ated under eight headings, but the matters on which 
it is to advise the Government may be briefly 
summarized as three: (1) the amount of the capita- 
tion fee for insurance practitioners, and of mileage 
grants, and the method of distributing these, having 
regard to emergency treatment and to temporary 
residence ; (2) the circumstances and conditions 
under which insurance practitioners may require 
payments from insured persons in respect of 
services rendered in pursuance of their contract or 
of services outside that contract; (3) the amount 
of payments which may be made by organizations 
to practitioners, under contract on a_ voluntary 
basis, for attendance on the wives and children of 
insured persons, and the conditions under which 
practitioners who enter into such contracts may 
require payment for services outside their terms. 
The Commissioners in determining all these matters 
are to have regard to “the terms and conditions 
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of existing contract practice in Australia,” as well 
as to other relevant considerations. In the absence 
of any further explanation, it is difficult to see 
liow any legal validity can be attached to the third 
section of the reference as outlined above, or 
indeed why this should have been made the subject 
of reference at all. In any case the Prime Minister 
of Australia has announced that any findings or 
recommendations of the Commissioners will not 
be binding upon either the Government or the 
medical profession. 

To meet the situation that has thus arisen the 
Federal Council of the British Medical Association 
in Australia has set up a special committee, con- 
sisting of the members of that Council together 
with a general practitioner from each Branch and 
power of co-option. The Federal 
Council will take no action without first consulting 
this committee, which has already held a number 
of meetings and passed several rather drastic 
resolutions. One of these seems to question the 
constitutional legality of the Government having 
introduced any such legislation for establishing 
medical benefit at all, and even suggests that -it 
may be feasible to apply to the High Court for 
an injunction against the Government on_ this 
matter. Another resolution asks the Government 
to extend the terms of reference of the Royal Com- 
mission so that it may consider a general medical 
service for the nation and a capitation fee which, 
instead of being uniform, should be proportionate 
to the income of the insured person. From this 
distance both these resolutions seem to be of doubt- 
ful wisdom or advantage and to be unlikely of 
success. Would it not be better and more effective, 
instead of trying to create an altogether different 
situation, to accept that which has now arisen and 
concentrate on presenting what is undoubtedly a 
very powerful case to meet it, on behalf of the 
profession, before the Commission? It is unlikely 
that the Commonwealth Government has acted 
without the highest legal advice. It would appear 
desirable that the status of the profession and the 
main conditions of medical practice should be 
similar throughout Australia rather than wholly at 
the mercy of the several States, in some of which 
these are the subject of unfavourable action 
already. It is, moreover, always wise, in appearing 
before an arbitration court, to cultivate a friendly 
rather than an unfriendly atmosphere. 

The Federal Council is, of course, already busy 
preparing the case for the profession. It has 
engaged solicitor and counsel to appear before the 
Commission on its behalf. It is organizing opinion 
in each of the States of the Commonwealth. It is 
establishing an Emergency Fund to be collected by 
the Branch Councils with the suggestion “ that an 
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amount of ten guineas be asked of members of 
the Association as a first contribution,” and it has 
already been announced that the Council of the 
Association at home is making a grant from central 
funds of £1,000 towards the cost of preparing and 
presenting the profession’s case in Australia. More 
than one questionary has been issued to members 
throughout Australia, and the results of these will 
be very carefully considered and formulated. If 
they elicit unimpeachable facts these will be of 
value for the information and use of counsel ; but 
for the purpose of forming or ascertaining opinion 
the method is very unreliable. It is to be hoped 
that experience in this country, both as to the 
working and effects of similar legislation here and 
as to the methods of approaching and influencing 
Government Departments and tribunals, will be 
fully availed of and accepted as useful. The Act 
has now been passed ; the Government’s intentions 
and determinations are known. They are based 
upon the popular endorsement of _ electoral 
promises. This being accepted, the whole British 
Medical Association will desire to help the Federal 
Council in its present important task and will wish 
it every success. 





GREATER VISION 
In his presidential address before the British Asso- 
ciation for the Advancement of Science at Cam- 
bridge this week Lord Rayleigh dwelt for the 
most part on the subject of “ Vision in Nature 
and Vision Aided by Science.” The unassisted 
eye, he said, has a field of view extending nearly 
over a hemisphere; it gives an indication very 
quickly and allows comparatively rapid changes 
to be followed. It responds best to the wave- 
lengths actually most abundant in daylight or 
moonlight. This combination of qualities is ideal 
for what we believe to be Nature’s primary pur- 
pose—that is, for finding subsistence and for 
fighting the battle of life against natural enemies. 
But by sacrificing some of these qualities we can 
enhance others for purposes of research. The use 
of lenses is one of the greatest scientific discoveries : 
we do not know who made it. A glass bulb filled 
with water may have been the first lens, and 
the magnification was ascribed to the nature of 
the water rather than to its shape. We may com- 
pare the picture on the retina to a design in wool- 
work: the details must conform to the mesh of 
the canvas; so with the retina. But if the object 
to be seen is distant we want a lens of longer 
focus than the eye lens; so we neutralize this with 
a concave glass or eyepiece, then use a long-focus 
lens called the telescopic objective to make a 
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larger picture on the retina. Given perfect con- 
struction there is no limit in theory to what a 
telescope can do in revealing distant worlds. On 
the other hand, with the microscope there is a very 
definite limit: details one-hundred-thousandth of 
an inch apart cannot be distinguished. But some- 
thing may be gained by the use of ultra-violet 
light instead of visible light. It then becomes 
necessary to work by photography. This method 
offers some hope of progress in connexion with the 
fundamental problem of the nature of viruses. 
Paradoxically, for certain radiations we can make 
optical converging lenses out of empty space; or, 
alternatively, we can make optical observations 
without any lenses at all. Cathode rays can be 
bent by electric or magnetic forces, constituting 
what has been called an electrostatic or magnetic 
lens. With this it is possible to form a magnified 
image of the source of electrons on a fluorescent 
screen or On a photographic plate. Colour vision 
is one of Nature’s most wonderful achievements. 
Anatomy has told us little of how the marvel is 
achieved: no anatomical peculiarity is known to 
distinguish the colour-blind. Artificial resources 
can improve colour discrimination. The spectro- 
scope is such an instrument, and there are now a 
number of the spectrohelioscopes in different parts 
of the world making continuous observations. 
We cannot supplement the retina ; but in certain 
cases we can do better—we can substitute an artifi- 
cial sensitive surface. The photographic plate is not 
the only useful substitute ; we have another in the 
photo-electric surface, and this can be used at the 
focus of an astronomical telescope. Its great 
interest lies in the possibility of accurate measure- 
ment, and it has been developed further into the 
basis of television. There is a_ photo-electric 


mosaic; each element of the surface forms a 


separate tiny condenser; scanning is achieved by 
rapidly traversing a beam of electrons over the 
mosaic line by line. The process is reversed as 
the beam of electrons falls on the luminous re- 
ceiving screen and makes it light up more or less 
brightly according to the intensity of the electron 
beam. It seems not unlikely that the electric eye 
or iconoscope may have other uses. It might be 
used to make visible the image in the ultra-violet 
microscope, which would be much too faint for 
direct projection on a screen or for photography. 
Concluding this part of his subject, Lord Rayleigh 
said: ““ Much of modern scientific doctrine appears 
at first sight to have an elusive and even meta- 
physical character, and this aspect of it seems to 
make the strongest appeal to many cultivated 
minds.” 

Dealing with “Science and Warfare,” in the 
second part of his address, Lord Rayleigh said 
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that it had been urged that science was the source 
of all the present trouble, and we might look to 
scienufic men for some constructive contribution 
towards finding a remedy. He then proceeded to 
show that all the modern terrors of war were 
either applications of old discoveries or of dis- 
coveries that had the most innocent of origins. 
Shakespeare lamented the use of the high explosives 
of the time. Poison gas killed Pliny at Vesuvius 
in A.D. 79. Thermite was developed for welding 
iron pipes. Aircraft, apart from balloons, began 
as a means of sport in gliding. It is true that 
novelists have foretold the horrors that may come 
to pass: but experienced organizers of military 
objectives poured scorn upon their suggestions. 
Summing up what may be learned from the experi- 
ence of the past, Lord Rayleigh said: “I think 
we may say that the application of fundamental 
discoveries in science to purposes of war is 
altogether too remote for it to be possible to control 
such discoveries at the source. For good or ill, 
the urge to explore the unknown is deep in the 
nature of some of us, and it will not be deterred 
by possible contingent results, which may not be, 
and generally are not, fully apparent till long after 
the death of the explorer. Can we, then, 
do nothing? We hope that our discussions 
on the social relations of science will bear useful 
if modest fruit in promoting international amity.” 





JAUNDICE AND ARTHRITIS 


The effect of jaundice on rheumatoid (atrophic) arthritis 
and primary fibrositis has been the subject of intensive 
research by Di. Philip Hench'* at the Mayo Clinic 
during the past five years, and also by such workers 
as Thompson and Wyatt, Sidel and Abrams. And it is 
interesting to recall that so long ago.as 1903 Dr. John 
Wishart,’ in a short note to this Journal, wrote: “ When 
jaundice of an obstructive type becomes fully established 
in the system of a patient suffering from chronic rheu- 
matism, rheumatoid arthritis, or muscular rheumatism 
the pains characteristic of these diseases disappear 
entirely.” Dr. Hench, whose paper read at the Inter- 
national Conference on Rheumatism at Bath this year 
appears elsewhere in this issue, has observed forty-five 
cases altogether: these included twelve of primary fibro- 
Sitis, four with lumbago or sciatic pain, and one of hyper- 
trophic arthritis. The relief was most pronounced in 
fibrositis and rheumatoid arthritis—a remission of 
symptoms lasting from three weeks to many months— 
but in no case was there a complete cure. There was 
a general, but not a specific, relation between the time 
the remission lasted and the intensity and duration of 
the jaundice. The type of jaundice did not appear to be 
of any importance. A large proportion of patients had 
intrahepatic jaundice due to cinchophen, but gouty 





' Arch. intern. Med., 1938, 61, 451. 
* Proc. Mayo Clin., 1938, 13, 161. 
* British Medical Journal, 1903, 1, 252. 
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arthritis was not relieved: Margolis has recorded that in 
One instance gouty arthritis appeared during the course 
of the jaundice. Thompson and Wyatt’ studied the 
effect of the biliary constituents alone and in combina- 
tion. They found that neither bilirubin alone nor bile 
salt alone was of any use but that the two in combina- 
tion gave definite relief. On the other hand, Hench 
observed that the analgesic effect continued in the 
presence of severe hepatitis, when presumably there 
was a reduction in the amount of circulating bile salts. 
Injection of bilirubin alone in substantial amount was 
of no avail, and no improvement in the articular symp- 
toms followed the oral administration of bile. In some 
instances analgesia was experienced before the jaundice 
became obvious, but in most the “ zone of therapeutic 
elfectiveness ” seemed to begin at a level of 8 to 10 mg. 
of bilirubin. The relief was generally prompt, speedy, 
and complete, with a remarkable retrogression of the 
general arthritic symptoms ; but this proved to be only 
temporary, although it occasionally lasted for some time 
after the jaundice had disappeared. Hench considers 
that the relief of arthritis often observed during preg- 
nancy is most probably due to some similar agency, 
and points out that a close chemical reiation exists 
between such substances as cholesterol, ergosterol, bile 
acids, cortin, and some of the sex hormones. Najib- 
Farah,’ * studying the effect of bile upon pneumococci, 
found that bilirubin in concentration of 4 to 5 mg. per 
litre caused disintegration to begin, while complete lysis 
occurred at 8 mg. He noted that the solubility varied 
directly with the virulence of the strain employed, and 
that avirulent strains were unaffected even at 10 mg. 
per litre ; virulent streptococci were equally unaffected. 
He also observed cases of pneumococcal infection in 
which the symptoms of acute rheumatism appeared with 
a bilirubinaemia of 1.5 to 2 units (van den Bergh). He 
concludes from this and other observations that bilirubin 
is mobilized in the blood as a defence against pneumo- 
coccal infection, and that the toxic substances liberated 
from disintegration of the organisms may. give rise to 
an allergic reaction expressed as “ acute rheumatism.” 
Najib-Farah advances the view that bilirubin is a factor 
in the processes of defence and immunity. Race’ has 
observed that in arthritis the icteric index and the con- 
centration of serum bilirubin are lower than normal and 
that the bilirubin deficiency was not the chief cause of 
the low icteric index. The common factors in these 
various. observations would seem to indicate the need 
for an investigation of the part played by bilirubin in 
acute chronic infections. 





SILICOSIS AND PULMONARY CARCINOMA 


One of the most striking instances of carcinoma induced 
by extrinsic factors is the carcinoma of the lung which 
occurs in a very high proportion of workers in the 
Schneeberg and Joachimstal mines. The miners in these 
areas are also liable to pneumonoconiosis, and, although 
the carcinogenic agent has not been identified, most 

* Arch. intern. Med., 1938, 61, 481 

> Lancet, 1937, 1, 50S. : 


*J. rrop. Med. Hyg., 1938, 41, 40. 
* Rep. Chronic Rheum. Dis., 1935, 1, 55; 1938, 3, 30. 
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observers suspect arsenical derivatives or radio-active 
substances rather than silica. Bronchial carcinoma has, 
however, occasionally been described in cases of sili- 
cosis, and three cases of this sort observed by Dible’ 
suggested to Anderson and himself that a determina- 
tion of the silica content in a series of cases of bronchial 
carcinoma might be instructive ; their results have now 
been published.- The series consists of forty-eight 
controls and seventy consecutive cases of primary 
carcinoma of the lung, both series being drawn from 
the same hospitals. The cases in the control series 
were not “especially selected except that cases of 
malignant disease were excluded, as were also examples 
of gross pathological abnormality.” In these the total 
silica content of the two lungs averaged 0.26 gramme 
and the range of variability was small. In the carcinoma 
series 83 per cent. (58) hagl the same mean silica content 
as the controls, but in 17 per cent. (12) there was a very 
high silica content (mean 2.29 grammes). Of these 
twelve cases there was gross histological evidence of 
silicosis in ten, and in the other two there was such 
fibrosis as “ would only arouse a suggestion of silicosis.” 
Further, in five of the cases the patients had followed 
occupations in which silicosis is a known risk, and four 
others were liable to be exposed to siliceous dust. 
These observations are of considerable interest, but 
the authors’ conclusion that “the role of silicosis is 
aetiological in a group of cases of pulmonary carcinoma” 
is not justified from their findings, even though it be 
true. The primary fallacy is one of sampling. No 
mention is made of the post-mortem incidence of 
primary carcinoma of the lung or of silicosis, but 
taking 2.5 per cent. as the average post-mortem inci- 
dence of carcinoma of the lung, their control series 
should have been in the neighbourhood of 3,000 
rather than fifty if the relation between silicosis 
and bronchial carcinomata were to be compared. 
Further, in the control series cases with gross patho- 
logical abnormality—and so, presumably, pulmonary 
fibrosis—were excluded. Anderson and Dible’s assump- 
tion is unjustified from another aspect. Although 
silicosis and pulmonary carcinoma were associated in 
ten cases, yet these patients were all from different occu- 
pations in which silica was only one of the risks to 
which they were exposed. This is emphasized in the 
careful study of the incidence of pulmonary cancer 
carried out by N. M. and E. L. Kennaway.* In examin- 
ing the death certificates of all the pulmonary.cancers 
(8,808) recorded between 1921 and 1932 they gave 
special attention to the possible relation between ex- 
posure to siliceous dusts and cancer of the lung. They 
found that although a raised incidence occurred in 
metal grinders, paviors, sand-blasters, stonemasons, 
and pottery-ware makers, yet there were normal or 
low figures in stone-miners, quarriers, pottery kiln 
workers, and coal-miners, and concluded that the 
“factors which lead to silicosis are not very active in 
producing cancer of the lung.” Apart from its intrinsic 
merit, Anderson and Dible’s work is of value in that it 
calls attention to the need for publishing the post- 





‘Lancet, 1934, 2, 982. 
7 J. Hyg., Camb., 1938, 38, 185. 
* Ibid., 1936, 36, 236. 
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mortem changes in a large series of cases of silicosis, 
Vorwald and Kerr,* working at the Saranac laboratories, 
have collected all the published accounts of cases of 
silicosis together with a smaller series of their own. 
According to the radiological evidence of 57,000 persons 
exposed to dusts there were signs of silicosis in 12,000, 
and of a pulmonary tumour in only three (0.005 per 
cent.). At the Saranac laboratories 15,000 dust-exposed 
persons were examined ; of these, 1,357 were diagnosed 
as cases of silicosis, and in one there was a tumour 
(0.074 per cent.): in the remaining group showing no 
radiographical evidence of fibrosis there were two cases 
of tumour (0.014 per cent.). With reference to post- 
mortem evidence the authors state that of the 444 pub- 
lished cases, a neoplastic condition was found in ten, 
of which four were pulmonary (1.3 per cent.). The 
figures of the South African Miners’ Phthisis Bureau 
show that of 3,000 necropsies on European miners 
there was evidence of silicosis in 47 per cent., and that 
pulmonary carcinoma occurred in twenty-two cases, 
the incidence being the same in the silicotic and the 
non-silicotic groups—0.7 per cent. At the Saranac 
laboratories a series of 178 necropsies revealed silicosis 
in 76 per cent. and six neoplasms, of which two (1.12 
per cent.) were pulmonary. This mass of evidence is 
strongly against Anderson and Dible’s hypothesis, but 
it is interesting to note, in view of Turner and Grace’s® 
observations at Sheffield, that of the four pulmonary 
tumours (One case appears in both series) observed ip 
dust-exposed persons at Saranac, three were in men 
who had worked in iron mines. A recent review by 
Nordmann® suggests the possibility of asbestosis being 
predisposing to pulmonary carcinoma, but the recorded 
instances are as yet too few to be significant. There is 
still need for a critical pathological study of a large 
series of dust-exposed persons, but it is imperative that 
they should be considered in relation to their various 
occupations as well as to their “ silicosity.” 





THE ROLE OF ADRENALINE IN ANGINA 
PECTORIS 


When it was found that after total thyroidectomy for 
angina pectoris the improvement observed could not 
be correlated with the fall in the basal metabolism, 
several workers claimed that a diminished production 
of, or a diminished sensitivity to, adrenaline was 
responsible.’ * It is now suggested by Raab, however, 
that adrenaline plays a chief part in all cases of angina 
of effort." So important does he think adrenaline to 
be that he recommends vigorous treatment directed 
towards a reduction of suprarenal activity. He adduces 
many arguments in favour of his view, pointing pat- 
ticularly to those cases of paroxysmal hypertension 
(both with and without suprarenal tumour) and 
paroxysmal tachycardia which are accompanied by 
anginal pain; he quotes a case of a doctor in whom 
a subcutaneous injection of 1.3 mg. of adrenaline led 
to precordial pain and a rise in systolic pressure from 








* Amer. J. Path., 1938, 14, 49. 

* J. Hyg., Camb., 1938, 38, 90. 

* Z. Krebsforsch., 1938, 47, 288. 

> Amer. Heart J., 1935, 10, 736. 

* Presse méd., 1936, 44, 1307. 

* Arch. Kreislaufforsch., 1937, 1, 255. 
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120 to 220 mm. Hg. Later. there was collapse with a 
great fall in blood pressure, when the pain disappeared. 
An attack of auricular flutter supervened, but this was 
cured with quinidine. Raab believes that adrenaline is 
responsible in those cases of angina decubitus in which 
there is a definite increase in the blood pressure and 
pulse rate, and it is stated that during these attacks 
the iodine content of the blood rises, a finding also 
reported during effort and on exposure to cold; the 
change in iodine content is held to be secondary to 
increased output of adrenaline. The angina which 
may happen in association with insulin hypoglycaemia 
and also as a result of smoking is likewise thought 
to involve an adrenaline effect. The author admits 
that in many cases of hypertension with tachycardia 
angina is absent, but without any evidence suggests 
that increased production of adrenaline does not occur 
in such cases. In brief, the thesis presented is that 
every factor which leads to angina is an “ adrenalina- 
gogue.” The author has sufficient faith in his hypo- 
thesis to use deep x-ray therapy for reducing suprarenal 
activity in the treatment of angina. He suggests that 
it is practically harmless, but admits that Addison’s 
disease has resulted and has been fatal; details of 
twenty cases are given and good results are claimed. 
In so far as adrenaline is involved in the physiological 
reactions of the cardiovascular system to effort and 
emotion, so far, it may be conceded, is it concerned in 
effort angina. But Raab attributes to it a more direct 
role than this, believing that it interferes with the 
utilization of oxygen by the myocardium. The evidence 
brought forward is unconvincing, the arguments appear 
illogical, and treatment designed to inhibit the supra- 
renals cannot yet be regarded as a rational procedure 
in angina. 


DEMONSTRATION OF TUBERCLE BACILLI 
IN THE SPUTUM 


In a report' on this subject published by the Joint 
Tuberculosis Council and compiled by Professor W. H. 
Tytler, Dr. Peter W. Edwards, and Dr. H. G. Trayer, 
the methods of demonstrating the bacilli by the micro- 
scope, by culture, and by animal inoculation are all 
reviewed and discussed in detail. Comparing the 
efficiency of the three methods, the authors note that 
apart from sensitivity each has advantages and dis- 
advantages related .to convenience and possibility of 
error. Hence two sections are devoted to the appli- 
cation of the methods in clinical routine and to sources 
of error. The authors hold that the concentration, 
culture, and inoculation methods are far better than 
direct film examination. Since for the all-important 
end of early diagnosis the most delicate methods are 
needed when clinical suspicion rests on_ indefinite 
evidence, these should logically be applied whenever 
there is any suspicion. These methods are technically 
less complicated than many in constant use in the more 
advanced general hospitals. The authors believe that it is 
for financial reasons alone that medical officers treating 
tuberculosis are denied laboratory aid of the quality avail- 
able to those treating other diseases. Another reason 


’ British Legion Press, Preston Hall Industries Incorporated, Kent. 
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may be that the knowledge of the superiority and clinical 
value of these methods is by no means recognized by 
all the authorities responsible for treatment of tuber- 
culosis. The report should do something towards 
remedying this. The authors conclude that the speci- 
mens to be examined are so numerous that the public 
health and other laboratories serving most of the tuber- 
culosis organizations of this country cannot undertake, 
as a general routine, any but the simplest tests without 
important increases in their staffs and accommodation. 
“In general, the greater the need the more inadequate 
are the attempts to meet it. If the laboratory facilities 
available to the tuberculosis services of Great Britain 
are to be brought up to the levels already reached in 
smaller and much less affluent countries an important 
increase in the expenditure on this object is essential.” 
They conclude with littlke more than a mention of the 
examination of gastric contents for tubercle bacilli, but 
point out that, though this method has not so far found 
great favour in this country, it is of special value in 
infants and in adults who swallow their sputum. 


THE TEACHING OF MEDICINE 


An interesting and useful footnote to the discussion on 
the medical curriculum is to be found in the report of 
a subcommittee of the Association of Scientific Workers 
appointed to examine the clinical period of instruction. 
Like the recent conference of the National Union of 
Students on “ The Training of the Doctor,”' the report 
presents, in the main, the observations of the learner 
and not of the teacher, and is therefore admittedly in- 
complete ; but this point of view is, if considered and 
deliberate, of paramount importance. The report is 
contained in the current number of The Scientific 
Worker,* and has been reprinted as a pamphlet entitled 
“ The Teaching of Medicine.” It is so succinctly drawn 
up as to preclude further summarizing, but in its 
main observations and criticisms it is in general agree- 
ment with the reports of the British Medical Associa- 
tion and of the universities and examining bodies, which 
now constitute the basis of discussion of this subject 
in this country. Beyond these points of agreement, not 
all of which have yet been incorporated in the Rules 
and Recommendations of the General Medical Council, 
some findings have a distinct significance. It is pointed 
out that the University Grants Committee report (1935) 
suggests a lack of individual teaching in medical subjects, 
which is so important. In certain teaching hospitals 
there is only just over one “ teaching bed ™ per student, 
there are clinical “ teaching rounds ™ consisting of thirty 
or more students, classes of fewer than ten students do 
not occur, and there is no attempt at tutorial teaching 
properly so called. Moreover, it is notorious that even 
the minimum requirements of the General Medical 
Council are not complied with in every instance, espe- 
cially with reference to obstetrical cases and anaes- 
thetics (though it must be noted that in regard to this 
last these requirements have now been differently 
phrased). Thus the relation of available teaching 
facilities to the number of students, though varying 





' See British Medical Journal, July 23, 1938, p. 192 
* Volume X, No. 3, July-September, 1938. 
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widely in different schools, is; speaking generally, sadly 
deficient. Further, it is alleged that the methods of 
teaching, as well as the facilities, have noteworthy short- 
comings, more especially perhaps in pathology, bacterio- 
logy, and forensic medicine ; and it is stated that lectures 
on occupational diseases and child guidance seem con- 
spicuous by their absence and that the psychoneuroses 
are “ sometimes introduced into lectures on neurology ” 
or may be represented by “six lectures on insanity.” 
An interesting statistical observation is that the per- 
centage of those qualifying who subsequently held 
house appointments in their own hospitals varied from 
twenty to ninety, though no doubt others held intern- 
ships elsewhere. The practical suggestions of the report 
under the heading of “the medical curriculum as it 
might be” will perhaps not command very wide assent 
at present. The relationship of the ordinary medical 
curriculum and research is possibly misconceived ; but 
though the scheme of the report for the three-year 
clinical period is not universally practicable or desirable, 
it would be interesting and valuable to have it tried out 
as an experiment. 





LIMITATION OF OPIUM PRODUCTION 
The Advisory Committee cf the League of Nations 
on the Traffic in Opium and Dangerous Drugs has re- 
cently been in session in Geneva preparing for a 
conference to be convened with a view to the limitation 
and control of the cultivation of the opium poppy and 
the production of raw opium. The objective is a 
necessary and indeed a prerequisite step to the effective 
restriction of narcotic drugs to legitimate and scientific 
purposes. While the existing Conventions of 1912, 1925, 
and 1931 appear to have largely secured the limitation 
of licit traffic, there can be no doubt that super- 
abundant supplies of raw opium in certain countries 
have led to an increase in the clandestine manufacture 
and distribution in large quantities of morphine and 
heroin. The suppression of illicit factories and 
traffickers in the Near East has transferred such com- 
merce to the Far East. Excessive production of raw 
opium there and clandestine manufacture of dangerous 
narcotics therefrom have proved to be perilous to other 
countries, to which they find their way by underground 
channels. The due carrying out of international 
obligations by contracting countries is thus disturbed 
and the progressive abolition of opium smoking hindered 
or postponed. The Committee realizes that opium is 
being produced in quantities in excess of recognized 
world requirements, even including those of Govern- 
ment monopolies in countries where opium smoking 
continues. It is estimated that the world’s annual need 
of raw opium is about 1,100 tons: 300 tons for the 
manufacture of preparations for legitimate medical 
purposes, 300 tons for the smoking monopolies, and 
some 500 tons for “ other non-medical legitimate con- 
sumption.” On the other hand, statistics show that, 
even excluding unrecorded production in Afghanistan 
and in the Far East, the world production in the year 
1936 amounted to 2,300 tons. Moreover, there were 
in addition in that year estimated stocks in the pro- 


ducing countries of the alarming total of 3,500 tons, 
Accurate information as to the actual production in 
China, Manchuria, and Jehol is not available, but it is 
estimated to exceed by far the production of the whole 
of the rest of the world. The magnitude and diffi- 
culties of the problem before the Committee are 
obvious, and the principles to be applied by the promised 
Convention in fixing world production, in allocating 
to each producing country its quota, in regulating 
imports, exports, and stocks, and in controlling the whole 
system, will be submitted to the Governments for their 
observations, and they will be considered at the next 
meeting of the Advisory Committee. 


MEDICAL POSTGRADUATE STUDY 


In 1909 an International Committee on Postgraduate 
Medical Study was formed in Budapest, and two inter- 
national congresses were held before the war, there 
and in London. For twenty-four years the movement 
was at a standstill. - The original general secretary, 
Professor Adam of Berlin, with an ad hoc preparatory 
committee, restarted it in 1937 and gathered delegates 
from forty-four countries to the third conference in 
Berlin. The full report of that congress, in the form 
of the speeches and lectures, with translations into 
English, is now published in a volume of 410 pages.’ 
At the further International Congress held this year 
in Budapest, a permanent office was formed in Berlin 
to arrange congresses, organize interchange of teachers, 
students, and literature, and so on, under the title of 
the “International Academy of Postgraduate Medical 
Education.” The report of the 1937 Congress gives 
the origin and history of this proceeding, and is there- 
fore of considerable interest. It also gives details of 
postgraduate work in many countries, and a series of 
lectures on the problems of postgraduate study in 
obstetrics, surgery, radiology, psychiatry, and other 
special subjects, and of sessions devoted to postgraduate 
study in relation to cancer research and industrial 
medicine. Of particular interest are the speeches of 
the German delegates and of Dr. Wagner, the 
Reichsarztefiihrer, on the place of the doctor in the 
New Germany and what National Socialism expects of 
him, on the “refresher course” system for German 
doctors, and on the new attitude to homoeopathy and 
“natural medicine.” To most people what is here 
written, and still more what can very easily be read 
between the lines, will give rise not only to surprise 
but to very grave misgivings concerning the future of 
medicine under National Socialism. A pleasant feature 
of the speeches is the stress laid by delegates of all 
countries on the friendly atmosphere of the conference 
and on the value of international relations between 
doctors as a means of furthering mutual understanding 
between nations, and on the essential wish of all doctors 
for peace. 





‘ Bericht iiber den II1, Internationalen Kongress fiir drztliche 
Fortbildungswesen. Berlin, August 21-25, 1937. Edited by Dr. 
Blome and Professor Adam. (RM. 18 ; bound, RM. 20.) Jena: 
Gustav Fischer. 1938. 
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IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


TREATMENT OF TENOSYNOVITIS 
AND GANGLION * 


BY 
E. PEARCE GOULD, F.R.C.S. 


Simple Tenosynovitis 


This is a frequent affection, and involves most com- 
monly the sheath of the extensor tendons on the back of 
the wrist. It is also met with in the foot, and may 
here involve either the sheaths of the dorsiflexors beneath 
the two portions of the anterior annular ligament or those 
of the peroneal tendons behind and below the external 
malleolus. In any of these situations the diagnosis 
depends upon the recognition of the exact extent of the 
local swelling, which is soft in consistence and yields a 
characteristic soft fremitus to the examining hand when 
the appropriate tendons are actively moved. In some 
cases there is a_ history suggesting overuse of these 
tendons, either at work, as for instance in typewriting, or 
at play, as after vigorous lawn tennis or squash rackets. 


In all cases treatment should take the form of the 
application of elastic strapping to the swollen area for 
ten days and the avoidance for double this period of that 
use of the limb which appears to have been the cause of 
the condition. When a toxic element in its aetiology is 
discoverable—for example, gout or fibrositis—appropriate 
medical treatment in the form of colchicum or a mixture 
of sodium salicylate and iodide of postassium is worth 
a trial in addition to the local treatment. Should the 
condition persist after the above-mentioned period a 
plaster-of-Paris case similar to that used in the treatment 
of a fractured scaphoid bone is applied to the wrist, 
hand, and forearm, and left in position for two weeks. 
On its removal elastic strapping is reapplied for a 
further week whilst full use of the hand is regained. 


Stenosing Tendovaginitis 


This condition occurs in two forms: (1) as a chronic 
thickening of the sheaths of the extensor pollicis brevis 
and abductor pollicis longus, and (2) as a_ strictly 
localized thickening of the tendon sheath of a finger 
flexor opposite the metacarpo-phalangeal joint, causing 
the clinical condition of snap-finger. In the first case 
there is found an elongated swelling situated over the 
radial styloid process. Palliative treatment is disappoint- 
ing. Operative treatment is simple and satisfactory. 
Alter infiltrating the skin over the swelling with 1 per 
cent. novocain an incision one and a half inches long is 
made in the line of the swelling and the dissection 
carried down to and through the superficial layer of the 
tendon sheath. The thickened layer encountered is 
dissected away until the tendons are found to move 
freely. The skin is then carefully resutured. The 
Operation is preceded by a cleansing of the skin with 
Soap and water, ether, and spirit. Its swift and accurate 
performance is facilitated by operating in a_ bloodless 
field. This is obtained satisfactorily and simply by 





* The treatment of acute infections of the tendon sheaths of the 
hand is omitted from this article. 
with later. 


This condition will be dealt 


elevating the arm for two minutes with a sphygmomano- 
meter cuff applied above the elbow. With the arm siill 
elevated the cuff is quickly pumped up to a pressure of 
130 to 140 mm. Hg and the operation then begun. Under 
no circumstances must this pressure be maintained for 
more than twenty minutes lest serious and possibly 
permanent nerve paralysis result. The pressure should 
be relaxed before closing the wound so that accurate 
haemostasis with 00 catgut ligatures is secured. A firm 
dressing is maintained until the skin sutures—of medium 
silkworm-gut—are removed on the seventh day, after 
which full use of the hand is allowed. 

The cure of snap-finger requires the operative exposure 
and removal of the offending local fibrosis. This opera- 
tion involves a careful dissection in the palm of the hand 
and is best regarded as a major surgical procedure. 


Gonorrhoeal Tenosynovitis 


This condition is often associated with gonorrhoeal 
arthritis and may complicate, but rarely, gonorrhoeal 
ophthalmia and the vulvovaginitis of young. girls. 
Either of these conditions, or the more usual urethritis in 
the male or cervicitis in the female, will continue to 
receive appropriate treatment. The treatment of the 
local condition is governed by regard for the possible 
development of an abscess within the affected sheath 
and the extreme probability of the late formation of 
troublesome adhesions. The tendon sheaths most often 
involved are those of the extensor tendons of the hand 
or foot. The acute phase of onset calls for the local 
application of 10 per cent. ichthyol in glycerin, painted 
on twice daily and covered by white lint and a bandage, 
and rest to the part. As the redness of the skin sub- 
sides and the pain lessens, this treatment is replaced by 
firm elastic pressure maintained until all pain has gone. 
Active movement with use of the part is now encouraged. 
Return of pain without redness of the skin demands a 
further period of rest and pressure. 

Return of pain with localized redness indicates local 
suppuration. As soon as fluctuation is evident, after 
cleansing of the skin an incision should be made, the pus 
evacuated, and zine and castor-oil ointment and sterile 
gauze applied. This is changed daily until healing is 
complete. When return of function is delayed owing to 
adhesions, inductothermy is extremely useful followed 
by passive movements. 

In obstinate cases in which an interval of three months 
has elapsed since the last sign of activity, manipulation 
under gas-and-oxygen anaesthesia should be employed. 


Tuberculous Tenosynovitis 


This disease is most commonly met with as an affection 
of the radial and ulnar bursae, still commonly called in 
this country “compound palmar ganglion™: a chronic 
elastic or fluctuating bilobed swelling is found on the front 
of the wrist and palm, the two prominent parts of the 
swelling communicating beneath the tense anterior 
annular (anterior carpal) ligament. Involvement of the 
whole of the flexor sheath of the thumb or little finger 
may produce a prolongation of the palmar prominence 
along one or both of these digits. Rarely, the disease is 
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confined to the flexor sheath of the index, middle, or ring 
finger, and still more rarely to the common extensor 
sheath on the back of the hand. 

Treatment varies with the stage reached by the disease 
when first seen, and also by the pathological variety 
encountered. If the case be an early one in which the 
history of swelling is recent and in which no fluctuation 
or melon-seed-body. fremitus is detected, complete 
immobilization of the wrist and hand by a plaster-of- 
Paris case should be tried. This splint is left undisturbed 
for three weeks. If at the end of that time there is 
obvious improvement a further splint is applied. In a 
favourable case, at each successive inspection the swelling 
is found to be lessening, and when this is reduced to little 
more than a localized induration splintage is omitted, and 
cautious use of the hand supplemented by inductothermy 
or other form of heat application gradually overcomes 
the resultant stiffness. 

If, however, the disease is more advanced when first 
seen, and fluctuation is easily obtainable throughout the 
swelling, plaster-of-Paris fixation should be preceded by 
an incision into the affected sheath to allow of evacuation 
of all the fluid or semi-fluid contents, including melon- 
seed bodies if present. In the common type, the com- 
pound ganglion, the incision should be above the wrist 
into the upper compartment, and must avoid the line of 
the median nerve. It will be remembered that the nerve 
lies to the ulnar side of the tendon of the flexor carpi 
radialis, between it and the palmaris longus tendon if 
present. The ulnar border of the former tendon can 
always be felt in the forearm above the upper limit of 
the distended flexor sheath, and gives the necessary guide 
to the course of the nerve. Secondary infection of the 
sheath is to be avoided at all costs, and careful cleansing 
of the skin must therefore precede the incision. For the 
same reason accurate suture of the incision must follow 
emptying of the sheath contents, and the wound should 
be sealed with a mastisol, collodion, or Whitehead’s 
varnish dressing before the plaster case is applied. A 
similar procedure should be adopted if, when the plaster 
applied as initial treatment is removed, it is clear that 
fluid has accumulated. Here again a bloodless field is of 
great assistance, but the warning given above as to its 
danger if used carelessly must be repeated. 

Some cases come for treatment late, or, in spite of 
early treatment, the pathological changes progress. A 
doughy swelling with loss of clear definition of its edges 
and perhaps adhesion of the skin over it indicates a 
progressive fibro-caseous degeneration. Confirmation of 
this more serious condition may be found in loss of 
function of one or other tendon, due to its necrosis 
within the sheath or loss of sensation in part of the skin 
area supplied by the median nerve, caused by involvement 
of the nerve, which readily becomes adherent to the 
diseased sheath. In cases of this kind a wide opening- 
up of the sheath with free excision of the diseased and 
destroyed tissues alone offers any hope of cure. Such 
operations, together with subsequent attempts to replace 
lost tendons, come under the heading of major surgical 
procedures. 


Simple Ganglion 


In the great majority of cases the swelling to which 
this diagnostic label is attached is the result of the 
mucinous degeneration of a fibrotic change in a limited 
area of the wall of a tendon sheath. In a few cases a 
distended protrusion of the synovial membrane of a 
carpal joint produces a local swelling with much the same 
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clinical features. In either case the <cctual disability 
caused by a simple ganglion is as a rule less than 
the annoyance occasioned by the conspicuous lump on 
hand or foot. These considerations have a bearing upon 
treatment, the latter by emphasizing the unwisdom of 
embarking hastily upon operative measures difficult of 
performance and not entirely free from complications ; 
and the former as suggesting in advance that attempts to 
aspirate a substance of the consistence of glycerin jelly 
through a small hollow needle are bound to fail. 

If the time-honoured method of “dispersing” the 
swelling by a smart blow with the broad end of the 
family Bible savours of lay rather than medical practice, 
there is much to be said in favour of its surgical equivalent 
—namely, the disruption of the gelatinous material into 
the surrounding tissues by the pressure of the surgeon's 
superimposed thumbs. If this manauvre is adopted at 
a time when the local proliferation has undergone 
complete degeneration into the mucinoid material, and is 
followed by a firm pad of elastoplast worn for a day or 
two, a lasting cure is effected. Sometimes the swelling 
will not yield to such pressure as the patient is willing 
to stand; in such a case a further attempt after a few 
weeks’ interval will probably succeed. Apparent re- 
collection of the contents some weeks later is due either 
to degeneration in a part of the lesion which was still 
fibrous at the time of the treatment or to the original 
swelling having been in fact an instance of the true joint 
synovial pouch. In this latter case fixity of the swelling 
on its deep surface and its exact anatomical site will 
confirm the diagnosis. In this variety operation is the 
proper course. 

After due preparation of the skin the sac should be 
exposed in a bloodless field (see above) and dissected 
carefully to the joint margin. At this level it should be 
cut away and no attempt made to close the small 
aperture in the capsule. The skin should be carefully 
sutured and local pressure applied until the wound is 
healed. But in the common variety of simple ganglion 
open operation is to be avoided for the following 
reasons: (1) In the course of the operation the thin 
fibrous membrane which contains the mucoid material 
is almost certain to give way: it then becomes difficult 
to define. (2) An attempt to make sure of a complete 
cure by removing all this membrane leads to a_ wider 
dissection than at first envisaged, with possibly consider- 
able exposure of tendons. (3) Especially in the front of 
the wrist, important structures lie in close proximity to 
the swelling: the files of medical defence societies 
contain more than one instance of threatened action by 
the patient against his doctor for such complications 
of an operation for ganglion as injury to the median 
nerve. 

If treatment by compression is unacceptable or fails, 
a prudent and satisfactory alternative is as follows. 
After cleansing the skin and raising a wheal at one edge 
of the swelling with | per cent. novocain insert a narrow 
scalpel of adequate length, or, better, a pointed tenotome, 
through the skin at this point across the swelling and 
just through its opposite edge. A slight rocking move- 
ment of the knife will then tear the limiting membrane 
without penetrating the skin on the distal side. When 
the knife is withdrawn the minimum of pressure with the 
fingers will now disperse the swelling, a little of the 
characteristic jelly-like contents perhaps escaping from 
the puncture wound. A drop of collodion on a wisp of 
wool seals this puncture, and a patch of elastoplast left 
on for a day or two completes the treatment. 
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A STRICT VEGETARIAN DIET 


BY 
Sir LEONARD HILL, LL.D, M.B., F.R.S. 


. 


It may be that the fuel value of the “man diet” is put 
as high as 3,400 calories because a diet largely consist- 
ing of meat, white bread, cheap margarine, and sugar is 
badly selected, and therefore eaten in large amounts, not 
only to satisfy appetite excited by cooking and flavours, 
but also to secure more of the vitamins and minerals 
which are inadequate in these foods. 

The calorie and protein values can in this case be 
lessened when the diet is largely one of fresh fruit and 
vegetables. It must be kept in mind that protein in 
particular stimulates heat production. Hindhede at the 
age of 80 claims that he bicycles all over Denmark with 
ease on a diet of skimmed milk and potatoes. The 
Japanese rickshaw runners can pull a passenger even sixty 
miles in a day on a diet of rice, salad, and a little fish. 
On the other hand, the Eskimos are healthy and free 
from rheumatism on a diet of raw meat, liver, blood, etc., 
with some fish, duck, and a little sorrel and moss. 


The Boy and his Dietary 


In the above respects the fSllowing is of interest in 
regard to the diet of a boy whose parents, people of 
culture, are strict and ardent vegetarians. His home is 
in a wood isolated from other houses and two miles from 
any shop. He is aged 9, weighs 59 Ib., and is 52 inches 
high ; he ts bright and intelligent, with clear skin and eyes, 
walks ten miles a day with ease, takes a cold bath every 
morning and an air bath out of doors. He has a remark- 
able power of chest expansion and abdominal retraction, 
due to breathing exercises. He does well at school and 
holds his own with other boys. He eats no meat, fish, 
eggs, or bread at home, and scarcely any milk or cheese, 
but is allowed to eat bread-and-butter and cake when he 
goes out to tea about once a week. 

He goes to a day school two and a half miles away, and 
there has vegetables for dinner, with some fruit. He may, 
of course, get a few sweets from other boys, but boys are 
not ready to give away much. 

The following is typical of a day’s diet, which his 
parents guarantee to be given to me correctly. By per- 
sonal inspection and inquiry | have not been able to find 
any source of error. 


Breakfast.—After walking five miles to church and back. 
One fairly thick slice of pineapple, weighing about 6 oz. 

Lunch.—Baked spinach and onion pte. with a very thin 
crust made of wholemeal flour, cheese, and milk, about 10 oz. 
in all. 

Tea.—Two apples, one orange, two small tomatoes, in all 
about 12 oz. including the skin of the orange. One small ice. 

As variants for any one of these meals he may have salad 
and 2 oz. of raisins or eight dates; two apples and 1 oz. 
of sour milk ; or a vegetable pie and 1 oz. of honey. 

Grapes, pears, bananas, water-cress, cauliflower eaten raw 
with a little salad oil, may substitute any of the above. 

His father writes: 

“He is in fine form, full of life and energy, and getting 
stronger and tougher rapidly. Anybody who likes could come 
and ‘observe’ there is no deception; only the workings of 
God's laws of nature in a clean young organism. It is only 
due to too many tea parties, and consequent starch and sugar 
consumption, that he ever gets mildly out of sorts, and is 
not at his best until the * poisons’ have been eliminated, 
sometimes by a short fast. But his vitality is so strong that 
he can clean his small body internally—i.e., blood and tissues 
—with extraordinary speed. I am quite satisfied that it is 
not possible for him to, develop any serious symptoms due 
to infection “—-from which he has so far remained free. 


Confirmatory of his father’s claim that the boy lives 
On a diet much like that given by his parents is the fact 
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that the total nitrogen determination was 4.43 grammes in 
the twenty-four hours’ urine, equivalent to a consumption 
of 28 grammes of protein. The urea came out as 2.05 per 
cent. and a total of 9.65 grammes in twenty-four hours. 
A second sample of twenty-four hours’ urine taken some 
weeks later gave figures in good agreement. Dr. H. E. 
Archer, who made the determinations for me, said he 
had not come across so low a value for protein 
metabolism before. Dr. W. A. R. Thomson examined 
the boy and determined his basal metabolism for me at 
St. Thomas's Hospital. The boy was brought there in 
a car at 9 a.m., having had no breakfast, and then rested 
on a bed for an hour. The result was slightly above 
normal. The excitement would naturally put his oxygen 
use up. The figure was 215 c.cm. per minute. Dr. 
H. J. Taylor found his excretion of vitamin C in the 
urine was Six times as great as is normal for people on 
an ordinary diet. 


Comparison with Apes’ Dietary 


In striking contrast to this boy’s diet, which from the 
data given for one week scarcely came to 800 calories a 
day, is that of the chimpanzees and gorillas at the Zoo, 
particulars of which were kindly given me by Dr. G. M. 
Vevers. 

The diet of the Zoo chimpanzees weighing, male, 
about 175 Ib., and female, 120-130 Ib., gives approximate 
values for protein 145 grammes, carbohydrate 850, fat 
220, calories 6,000. The animals probably get about four- 
fifths of this, or 4,800 calories. The diet of the gorillas 
was even more ample. The post-mortem examination of 
Mok, the gorilla which died, showed, besides a subacute 
pneumococcal septicaemia, evidence of over-feeding, but 
the chimpanzees keep slim and in good condition. 

Moina’s, the female gorilla, diet has now been reduced 
by one-third, while the same wide selection of foods is 
maintained. 


Average Daily Amount of Food for Adult Chimpanzee 











| _ 
Food j Extra Winter 














| Weight in grammes | Food Weight 
Bananas... ~ sets is 1320 oa os : . ~~ 
Apples 4. wees 450 
Oranges... oe os 315 
Grapes ee ee se 450 i 
Lettuce” .. ee “6 250 
Bread* ee o* - 300 Ri) 
Eggs oe ee “ $$ 
Milk ee os as 1,747 
Carrots oe ee - 450 
Potatoes .. ° 450 
Nuts ss on | 225 112 
Biscuits 225 | 112 
Margarine .. | Ww | Ri} 
Jam .. | 25 25 





2 oz. bone flour 


* Each 2 Ib. loaf contains 2 oz. soya flour and } 


R. J. Boursais (Thése Paris, 1938, No. 166), who records 
fourteen cases in women aged from 20 to 43, states that 
chancre of the vaginal walls is much less frequent than 
chancre of the cervix. It appears to be commoner in prosti- 
tutes than in other women, in whom it is probably often 
overlooked. Failure to recognize vaginal chancre explains 
the discovery of syphilis only in the secondary stage-—the 
so-called * syphilis without chancre.” which is more frequent 
in women. Vaginal chancre offers a great risk of infection 
On the other hand, if it is detected early, a source of con-, 
tagion may be removed which is all the more dangerous as 1! 
may remain unrecognized for weeks until the secondary 
symptoms appear. 
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INTERNATIONAL HEALTH MEASURES 
THE PERMANENT COMMITTEE’S SURVEY 


The report of the Medical Director of the International 
Health Office on the proceedings at the session of the 
Permanent Committee held in Paris last May has now 
been published.! Dr. M. T. Morgan of the Ministry of 
Health was again the delegate of the United Kingdom. 
The detailed rulings and opinions of the Permanent Com- 
mittee on the interpretation and application of the various 
international sanitary conventions have been transmitted 
for the information of Governments in the reports of the 
special Commissions. 


Defence against Cholera 


The extension of cholera in the Far East during 1937 has 
led certain countries to increase their defence measures, and 
an exchange of views became necessary between the delegates 
of the countries concerned, particularly as regards the con- 
ditions under which anti-cholera vaccination should be 
imposed. Also in connexion with cholera—and particularly 
arising from an epidemic in the Celebes Islands, in which a 
vibrio exactly corresponding to the El Tor type had been 
isolated—the committee expressed the view that at the present 
time cases in which the clinical symptoms and signs lead to 
a diagnosis of cholera should be, from the administrative 
and preventive point of view, treated as cases of true cholera. 

The value of “O” antigen for the diagnosis of V. cholerae 
was the subject of interesting reports from the Research 
Institute, Kasauli, and elsewhere. Studies on the specificity 
of agglutinating sera carried out at the Institute of Public 
Health, Rome, seem to show that the Inaba “O” antiserum 
contains active agglutinins which are specific for all proved 
strains of cholera vibrio and gives better results than the Ogawa 
and Napoli “O” antiserum. The American authorities, in 
accordance with the U.S. Quarantine Regulations, have 
required since August, 1937, compulsory bacteriological exam- 
ination of the stools of passengers coming by sea into the 
Philippines from places where cholera is present. In practice 
it was possible to exempt about 50 per cent. of the passengers 
from this examination, but nevertheless 10,407 passengers 
were thus examined, of whom 296 were found to have the 
cholera vibrio in their intestines. 


Destruction of Rats in Ships 


On the application of Article 28 of the Convention (periodic 
“ deratization ” of ships) the committee recalled that deratiza- 
tion or exemption certificates should always be drawn up in 
such a way as to give the port sanitary authorities of subse- 
quent ports of call all the necessary information ; that opera- 
tions for destruction of rats should be carried out with the 
maximum efficiency, including, if necessary, an increase in 
the concentration of gas and the time of exposure if the 
circumstances are such that uncertain results might be 
expected; and that inspection or deratization of a loaded 
ship is relatively ineffectual. 

An inquiry carried out in British ports showed that the 
proportion of rat-infested vessels is not, on the average, 
higher than 10 per cent.; the proportion of seriously and 
repeatedly infested vessels is about 1 per cent. These results 
are in general agreement with those obtained by a similar 
inquiry in Atlantic ports of the United States. The com- 
mittee reiterated its opinion, already expressed several times, 
that deratization within the period laid down under the Con- 
vention could only be justified by exceptional circumstances. 


Yellow Fever and Air Traffic 


As regards the International Sanitary Convention for Air 
Navigation, special attention, as usual, was given to the danger 
from yellow fever. A precaution recently adopted in America 
requires from passengers coming from a zone which might 
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be considered infected or suspected a declaration of origin 
in a form drawn up by the Pan-American Sanitary Bureau 
after consultation with the Governments concerned and the 
air transport companies. The committee examined this form, 
which seemed to have a practical value, and, without wishing 
to suggest the general compulsory adoption of such a docu- 
ment, it considered that the air transport companies might 
usefully provide passengers with similar forms at their 
embarkation. The forms are, in fact, designed to facilitate 
the inquiries which passengers may have to undergo under 
tle terms of the Convention at subsequent air ports of call. 

Further study was made of the “ disinsectization™” of air- 
craft. The committee took note of the researches in progress 
in British India and in the Union of South Africa. The 
number of notifications concerning the creation of sanitary 
and anti-amaril aerodromes received by the International 
Health Office bears witness to the development of the 
organization laid down by the Convention. There appears 
to be steady progress in the destruction of mosquitos, 
especially in the neighbourhood of aerodromes, and informa- 
tion on the Stegomyia index in various African countries was 
laid before the committee. 


Experiments in the destruction of insects with an automatic 
apparatus were carried out on an Imperial Airways flying 
boat at Durban. The substances used were pyrethrum eatracts 
diluted with either five parts of carbon tetrachloride or ten 
parts of water. Mosquitos placed in cages in various parts 
of the aircraft were killed in less than ten minutes. In the 
United States a survey of five types of plane used by Pan- 
American Airways showed that both on the external surface 
and in the interior of these aircraft there were a large number 
of places in which mosquitos might take refuge and to which 
“ disinsectants ~ could not penetrate, except by direct spraying. 
More complete streamlining, the use of appropriate screens, 
and the suppression of most of the hollow spaces are the 
means suggested to eliminate most of these harbourages. 

Immunization against yellow fever of the flying and ground 
staffs of Pan-American Airways. as well as of members of the 
United States Public Health Service, was begun in the 
Panama Canal Zone in August, 1937. By April 1, 1938, 983 
vaccinations had been carried out. and in the near future 
vaccination will be extended throughout Central and South 
America as far as latitude 30° S. The strain used is 17D. 
The problem of the prevention of the carriage of mosquitos in 
aircraft flying in yellow fever areas, without imposing undue 
restrictions on air traffic, continues to occupy the attention of 
the sanitary authorities of various countries. Of these measures 
some concern the destruction of mosquitos during flight ; 
others are concerned with the details of construction of 
aircraft so as to eliminate as much as possible the oppor- 
tunities for carriage of these insects; while others are related 
to yellow fever vaccination of the personnel. 


Yellow Fever in Brazil 


In Brazil jungle fever presents a problem with which the 
authorities are seriously concerned. A vast region covering 
parts of the States of Minas Geraes, Rio de Janiero, and 
Sao Paulo is infected and a high death rate has been observed 
among howler monkeys: many thousands of protection tests 
carried out with the serum of different wild animals appear 
to confirm the opinion that several species of monkeys play 
an important part in the spread of the jungle virus. No 
explanation is, however, as yet forthcoming of the method of 
preservation of the virus from one season to another in the 
south of Brazil, where several months go by each year without 
any human cases of yellow fever coming to light. In Brazil 
use is made, for mass vaccinations, of a pantropic virus known 
as Virus 17D, obtained by culture on chick embryo from 
which the central nervous system has been removed. This 
vaccine, which has in this way lost the greater part of its 
neurotropic virulence, confers a definite immunity which 
begins three weeks after inoculation; in 90 per cent. of the 
cases no reaction occurs, and it is slight in the remaining 
10 per cent. Considerably more than 200,000 persons have 
been inoculated up to the present in Brazil by this method. 
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Small-pox 


Morbidity and mortality statistics of small-pox in Poland 
show that during the last twenty years the disease has 
decreased progressively since the introduction of compulsory 
vaccination in July, 1919. This is illustrated by the fact that 
whereas in 1921 there were over 5,078 cases and 823 deaths, in 
1937 there was only one non-fatal case. Small-pox in Poland 
may thus be regarded as extinct. The annual figure for vac- 
cinations and revaccinations is round about 2,000,000, and up 
to the present no case of post-vaccinal encephalitis has come to 
notice. A severe epidemic of small-pox occurred in the 
Gezira area of the Anglo-Egyptian Sudan during the first 
months of 1938. It was responsible for 177 cases and 64 
deaths, a mortality rate of 36.2 per cent.; women were much 
more seriously affected than men, the rate for the former 
being 70 per cent., against only 30 per cent. for the latter. 

From 1933 to 1937, 28 cases (with 17 deaths) of post- 
vaccinal encephalitis were notified in Norway. One case of 
this complication was notified from the Punjab in a Hindu 
baby of 11 months. 


Other matters with which the Permanent Committee con- 
cerned itself included the control of vitaminized products, 
periodic medical examination, and the issue of health record 
cards; Various communications on mental hygiene, cancer, 
and other subjects ; and reports on typhus, dengue, dysentery, 
tuberculosis, malaria, psittacosis, and tularaemia. In all more 
than one hundred papers and communications were received 
and considered. 





JUBILEE OF INTERNATIONAL CONGRESS 
OF PHYSIOLOGISTS | 


The jubilee of the Physiological Society, founded in 
1876, was celebrated by a most interesting personal history 
of its members and proceedings written by Sir E. Sharpey- 
Schater, published as a supplement to the Journal of 
Physiviogy, and reviewed at length by Sir John Rose 
Bradford in these columns (1928, 1, 313). The Inter- 
national Congress of Physiologists first met at Basle in 
1889; but, as the arrangements were made in 1888, the 
Congress to be held this year at Basle may be regarded 
as the meeting of the jubilee, and has been commemorated 
by an admirable history of these triennial congresses by 
Dr. K. J. Franklin of Oxford.’ The idea of an Inter- 
national Congress of Physiologists was originally put 
forward by Gerald F. Yeo, professor of physiology at 
King’s College, London, and honorary secretary of the 
Physiological Society from its start until 1889. This at 
once received a warm welcome from Michael Foster, then 
at the zenith of his influence, Burdon-Sanderson of 
Oxford, Schiifer of University College, Purser of Dublin, 
Ruthertord of Edinburgh, McKendrick of Glasgow, and 
Gaskell of Cambridge, who circularized their Continental 
colleagues with such success that the Congress in Septem- 
ber, 1889, had a membership of 180. The main objects 
of the Congress were exchange of ideas, mutual friendly 
criticism, and opportunities of making personal acquaint- 
ance with other physiological workers. Foster, to whom 
“tormality was a crime ™ (Sherrington), was very active in 
establishing a happy atmosphere at the congresses ; thus, 
anxious to make the meetings as informal as possible, he 
sat himself down in the front row at the opening session 
of the first congress and rather “ ostentatiously,” as he 
afterwards confessed, smoked his pipe. He carried his 
colleagues with him in agreeing that the proceedings should 
be characterized by the greatest simplicity, and that feast- 
ing, receptions, and official addresses should be barred. 
Communications were to be’ usually limited to fifteen 
minutes and preferably to take the form of demonstrations, 
A good example in this respect was set at the first congress 
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by von Mering and Minkowski’s production of diabetes 
mellitus by pancreatectomy, by Mosso who showed his 
ergograph, Goltz who brought his decerebrate dog, and 
Beevor and Victor Horsley’s operative skill in demon- 
Strating the motor functions of the cerebral cortex in the 
monkey. 


Except during the war, the congresses have met every 
third year, successively at Liége, Berne, Cambridge, Turin 
(1901), where Foster, the perpetual honorary president, had 
a remarkable ovation, Brussels, Heidelberg, Vienna, 
Gréningen (1913), Paris (1920), Edinburgh, Stockholm, 
Boston, Rome, and at Leningrad and Moscow (1935), 
where Pavlov was president, 485 communications were 
made, and more than 1,300 members were present. Dr. 
Kenneth Franklin has accumulated and most skilfully 
arranged an enormous amount of interesting matter about 
the congresses, has collected from the eleven survivors of 
the first congress details which otherwise might have been 
lost, and has affectionately dedicated what he modestly 
calls “ A Short History of the International Congresses of 
Physiologists ” to “Charles Scott Sherrington, one of the 
general secretaries of the congresses from 1892 to 1907, 
who by his experimental demonstrations at successive 
meetings and by his personal encouragement of younger 
physiologists has for half a century put into practice the 
principles Jaid down by the founders of the congresses.” 

H. D. R. 





ROCKEFELLER TRAVELLING FELLOWSHIPS 


The Medical Research Council has awarded Rockefeller 
Fellowships to the following for the academic year 1938-9: 


Richard Raymond Bomford, B.M., M.R.C.P., Assistant 
Physician, London Hospital. 

Thomas Colver, M.B., M.R.C.P., Out-patient Medical 
Registrar, Hospital for Sick Children, Great Ormond 
Street, London. 

Robert Morton Heggie, M.B., 
Pathology and _ Bacteriology, the 
School of Medicine, Cardiff. 

Ian MacKenzie, M.B., F.R.C.S.Ed., Assistant Surgeon, St. 
Giles’s Hospital, London. 

George Geoffrey Evanson Smyth, M.D., M.R.C.P., Dickin- 
son Research Scholar, National Hospital, Queen Square, 
London. 

Ivor Glyn Williams, M.B., F.R.C.S.. D.M.R.E., Senior 
Assistant Radiotherapist, Meyerstein Institute of Radio- 
therapy, Middlesex Hospital. 


Assistant Lecturer in 
Welsh National 


All the Fellows propose to work at centres in the United 
States, with the exception of Dr. Smyth, who intends to study 
in Paris. Dr. Williams will hold his fellowship for six months 
only. 

In addition, the Rockefeller Foundation has awarded fellow- 
ships, on the recommendation of the Medical Research 
Council, to the following candidates in the special field of 
psychiatry, neurology, and related subjects: 


Thomas Russell Cumming Fraser, M.B., M.R.C.P., Assistant 
Medical Officer, Maudsley Hospital, London. 

William Walters Sargant, M.B., Medical Officer, Maudsley 
Hospital, London. 

Michael John Francis McArdle, M.B., M.R.C.P., Assistant 
Medical Officer, Maudsley Hospital, London. 


The friends and pupils of Dr. Louis Ombrédanne, professor 
of orthopaedics in the Paris faculty of medicine, are proposing 
to offer him a medal engraved by M. Charles Pillet on the 
occasion of the thirtieth anniversary of his professional in- 
struction. The presentation will be made at 11 a.m. on 
October 6 at the Hépital des Enfants Malades. Subscriptions 
should be sent to M. Georges Masson, 120, Boulevard Saint- 
Germain, Paris. 
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Local News 


SCOTLAND 





SCOTLAND 


Health of Edinburgh 


The annual report of Dr. John Guy, who is retiring 
from the position of medical officer of health for the 
City of Edinburgh, contains a review of the work of the 
public health department during the twenty-five years 
in which he has been associated with it. The gross 
expenditure in 1913 was £37,618; in 1937 it had risen to 
£432,489. In the former year there were only two 
assistants to the medical officer of health; at the present 
time there are fifty-two full-time assistants in the depart- 
ment, which also uses the services of fifty-nine part-time 
medical men. The total staff in the department twenty- 
five years ago was 490; to-day it is 1,570. Twenty- 
five years ago there were no schemes for the treatment 
of tuberculosis and venereal disease, no child welfare 
schemes, and no school medical services. The death rate 
from all forms of tuberculosis in 1913 was 1.9 per 1,000 
and last year 0.8, a reduction of 58 per cent., or a saving 
of 441 lives. The child welfare department was started 
in 1917, when the infant mortality rate was 127; to-day 
the rate has fallen to 70, representing a saving of 421 
infants. The venereal disease department was instituted 
in 1919, and the examination of school children about 
the same time. Medical examinations of school children 
have increased from 23,641 to 100,645, and children under 
treatment from nil to 53,840. The report of the chief 
Sanitary inspector states that the attitude of the people to 
sanitary requirements has now entirely changed from one 
of apathy and obstruction to a widespread desire for 
reform. During the past twelve months 474 families 
have been removed from overcrowded houses to corpora- 
tion houses, while in fifty other cases of overcrowding 
the inhabitants have been transferred to better private 
dwellings. Since 1923 the local authority has dealt with 
6,650 insanitary houses affecting a population of 22,069. 
A scheme was adopted by the local authority in 1934 
to prevent the transference of infested furniture to new 
houses. During the year the furniture of corporation 
tenants has been inspected, and it has been found that 
in 32 per cent. of cases the furniture was bug-infested. 
The Department has paid special attention to the smoke 
nuisance, and the railway companies have taken measures 
to prevent the emission of smoke in the city. 


Montessori Congress 


A Montessori congress, attended by delegates from 
various European countries and America and by Dr. 
Maria Montessori, was held in Edinburgh during the week 
ending July 30. Dr. H. Crichton Miller spoke on the 
subject of the changing responsibility of the teacher. 
The three great things to a young child, he said, were 
security, valuation, and freedom, and the Montessorian 
principles promoted these. Parents in all directions were 
failing in the great responsibility of providing them, 
and the burden fell upon the teacher. Dr. Montessori 
gave a series of four lectures, in which she pointed out 
that a child’s education should begin at an early age, dnd 
that the child was guided along certain lines by his inner 
needs and also by the help of adults. Environment had 
a stimulating effect on a child, and his problem did not 
call for a negative policy of reducing studies. The child 
in development passed through certain phases which had 
to correspond to relative phases in education. She had 
devoted special attention to the first period of develop- 
ment from birth to 6 years, when the child was passing 
through a formative period from a biological point of 
view. During this time the child discovered a valuation 
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of his personality, which came from finding that he could 
do things for himself. It was necessary, therefore, to 
put him in a free environment where he could make his 
own social contacts. This freedom was not freedom to 
do anything that he liked but freedom to do anything 
that helped him. The child of 7 years changed com- 
pletely, became less attractive, wanted to know many 
things, and developed feelings towards the abstract 
parallel with those towards the concrete which he had in 
the first phase. He now needed greater independence, 
and had a need for more rigid environment with wider 
social contacts. An example of social response to this 
need was found in the organization of the boy scouts, 
The third phase was that of adolescence, when the social 
sense developed in the individual. Some of the failures 
of the secondary schools were due to the use of 
mnemonic methods, which were no longer adapted to 
development at this stage. In all walks of life discipline 
was necessary. Freedom and discipline were two things 
which should go together, and if discipline was lacking in 
a class there must be some defect in freedom. The 
teacher must not be an authoritarian person, but at the 
same time he must not be a passive and negative person, 


Edinburgh Foot Clinic 


At the annual prizegiving on July 28 of the Edinburgh 
Foot Clinic, Sir William M*Kechnie, who presided, ex- 
pressed great satisfaction at the recognition of schools 
of chiropodists accorded by the Representative Body of 
the British Medical Association at its meeting in Plymouth, 
He said that this would be a good thing for the Society of 
Chiropodists, and also a good thing for hundreds of 
thousands of people in this country. Dr. Lechmere 
Taylor said that forty years ago chiropody was unknown 
to the medical profession, and it never occurred to a 
doctor that a patient might with advantage be sent toa 
chiropodist. This branch of public service had now 
achieved a reputation and a status which was very satis- 
factory. Mr. T. M*Walter Millar remarked that a very 
full investigation had been made into the status of the 
Edinburgh school by the chairman of the Hospitals Com- 
mittee of the B.M.A., and he considered, speaking as 2 
surgeon, that it was well that the previous decision of the 
Representative Meeting had been rescinded. 


ENGLAND AND WALES 


Welsh Board of Health’s Report 


The report of the Welsh Board of Health for 1937-8, 
which has just been published as part of the annual report 
of the Ministry of Health (H.M. Stationery Office, Cardiff, 
price 5s.), reviews in detail the many-sided activities of 
the Department. It includes separate chapters dealing 
with public health, public assistance, national health insur- 
ance, and contributory pensions, and these throw interest- 
ing light on the steady development of the Department 
and of the public health and social services of the country. 
A new feature which is likely to prove of value to students 
and administrators is the presentation, in one table, of 
the principal vital statistics of the country over a number 
of years. This table shows the remarkable decreases 
which have occurred in both the birth rate and the death 
rate since the beginning of the twentieth century. Whereas 
in 1901 there were 63,233 births in a population of just 
over two millions, in 1937 there were only 37,175 in a 
population of nearly 24 millions: in other words, the 
birth rate has declined from 31.3 to 15 per thousand of 
the population, or by more than 50 per cent., since 1901. 
During the same period the death rate has decreased by 
42 per cent., from 18.1 to 10.5 per thousand. While the 
infant mortality rate has undergone little change during 
the past four years, the 1937 rate of 63 per thousand live 
births, compared with 135 for 191J and 161 for 1901, 
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indicates a considerable improvement since the beginning 
of the century. One of the most gratifying features in the 
report is the reduction in the maternal mortality rate from 
661 per thousand births in 1934 to 4.54 in 1937, which 
is the lowest rate shown in the table. The report calls 
the attention of public health authorities to the problem 
of the high death rate from cancer, which for the last four 
years has exceeded | per thousand of population—a 
figure substantially in excess of the tuberculosis death rate. 


MATERNITY AND CHILD WELFARE: TUBERCULOSIS 

The domiciliary service of salaried midwives under the 
Midwives Act, 1936, is now, generally speaking, in opera- 
tion throughout Wales. The number of midwives employed 
in the new service at the end of 1937 was 702, and they 
had, up to that time, attended 13,684 cases (including 
3,316 maternity nursing cases). The report shows that 
increasing use is being made of the facilities provided for 
both ante-natal and post-natal examinations. During 1937 
over 17,000 women attended clinics for ante-natal exam- 
ination and nearly 1,700 mothers attended for post-natal 
examinations either at post-natal or ante-natal clinics. 
Forty authorities in Wales provide the services of con- 
sultants under their maternity arrangements, and during 
1937 such services were provided in ninety-eight cases 
where assistance was sought by a general practitioner. 

The decline in the mortality from tuberculosis, which 
has been a feature of recent years, was checked slightly 
in 1937, but the rate for that year of 0.862 per thousand 
of population is the lowest but one yet recorded for Wales, 
and shows a fall of 43 per cent, compared with the figure 
of 1.508 for 1911, which is the earliest year for which 
comparable figures are available. The King Edward VII 
Welsh National Memorial Association, which carries out 
the treatment of tuberculosis in Wales on behalf of the 
county and county borough councils, received £295,000 
from the contributing authorities in respect of the year 
1937-8. The Minister's scheme for the third fixed grant 
eriod (1937-42) has been amended to provide for pay- 
ment of £337,675 in lieu of £301,000 for 1938-9. This 
amendment was made in view of the increases in the cost 
of provisions, coal, materials, and other items. The work- 
ing of the arrangements for the prevention, treatment, and 
after-care of tuberculosis in Wales has been the subject 
of investigation by a Committee of Inquiry appointed by 
the Minister of Health and composed of Mr. E. Clement 
Davies, K.C., M.P. (Chairman), and Dr. F. J. H. 
Coutts, C.B. 


Bristol Health Services 


A report relating to the extension of the Bristol Health 
Services has been adopted by the City Council. This 
document is the work of a committee which received 
reports and recommendations from the Health and 
Education Committees on three matters: (1) the appoint- 
ment of additional health visitors and school nurses, and 
an amended scale of salaries for such officers; (2) the 
appointment of additional assistant medical officers ; and 
(3) a revision of the salary scale for nursing staffs in the 
hospitals. 

The report states that the work of the health visitors has 
grown considerably in recent years. The staff is now 
responsible for supervision of the three nursery schools and the 
seventeen classes ; premises to accommodate eight more classes 
are being erected. Supervision of the provision of meals for 
mothers and infants is undertaken at four centres, mentally 
defective children under 5 years of age are also supervised, 
while the recent extension of the City boundaries has also added 
to the volume of work. 

With respect to the school medical services, this work in- 
creased enormously between 1929 and 1934, the comparative 
figures being: 


1929 1934 
Number of visits to school .. bi 2.135 2.431 
Number of examinations .. - 107,080 139.061 
Number of visits to houses .. + 9,177 15,407 
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In accordance with directions from the Board of Education a 
complete review of the school medical services was made in 
1936. The survey scheme which has been adopted in certain 
paris of the City of Bristol provides for the examination of 
every child attending school, and if a child is not progressing 
mentally or physically the case is referred for special examina- 
tion by a doctor. Much of the work now undertaken by the 
nurses obviates examinations by doctors, and in this way costs 
are reduced. An indication of the good result of early and 
regular examination is gixen by the increased number of 
children referred for eye examination: in 1934, before the 
survey commenced, 2,998 children were referred for eye 
examination ; in 1937 the number had increased to 3,911. It 
is now desired to extend the survey scheme to the whole of 
the City and to allocate a special nurse for ear testing for 
deafness. Atiendances of children at health centres have in- 
creased from 22.915 in the March quarter of 1937 to 35,212 in 
the corresponding quarter of 1938. 


As the result of propaganda, the ordinary work in connexion 
with ante-natal clinics and infant welfare centres has increased ; 
since 1931 provision has had to be made for five additional 
ante-natal sessions and sixteen infant welfare sessions weekly ; 
health visitors are also working in the voluntary infant welfare 
centres to the extent of five additional sessions weekly, while 
the introduction of post-natal work has resulted in a further 
ten sessions weekly. The Health and Education Committces 
recommend that the present staff of fifty be increased by the 
appoiniment of fourteen additional health visitors and school 
nurses, eight being for health services and six for school 
services. The committees also recommend that the scale of 
salary for these officers be revised, including special provision 
for sisters-in-charge at health centres. The Health Com- 
mittee has recently approved an extension of these part-time 
medical services by six sessions a week, while nursery schools 
and classes will be further extended by six sessions per week ; 
diphtheria immunization also occupies one session a week. 


The Health and Education Committees have recommended 
that they be authorized to appoint two additional whole-time 
medical officers. In addition to the sessions mentioned above. 
ten sessions a week are held by part-time doctors in connexion 
with the school medical service. 


For some time the Health Committee has been concerned 
with problems relating to the recruitment of probationers and 
the retention of trained nursing staff in the hospitals under 
their control. The problem has recently become much more 
acute and it is now very difficult to obtain nurses. Various 
measures have been adopted to meet the situation, including 
the introduction of a scheme for the training of girls and 
filling the gap between the time girls leave school and the age 
at which they are eligible to start as probationer nurses, and 
by the appointment of male nurses and orderlies and female 
attendants to undertake certain duties formerly performed by 
nurses. The shortage of trained nursing staff appears to be 
due mainly to the unattractive rates of remuneration. The 
shortage is not confined to Bristol; it is the same in other 
areas where girls are able to find better-paid employment w:th 
shorter hours of work and the opportunity of living at home. 
The Health Committee recommends that the scale of salaries 
for nurses in the institutions under its control be revised. 


E. Pouch (Thése Paris, 1938, No. 125) records thirty illustra- 
tive cases of recurrent chancres of the penis in which there was 
an interval ranging from three months to twenty years between 
the appearance of the first and the second chancres. Five cases 
were examples of three successive chancres. In each case the 
reappearance of a chancre was due to a fresh syphilitic infec- 
tion. Although it was impossible to prove that the patients 
were cured of their syphilis, the new chancre appeared only 
in persons whose previous disease was attenuated, as shown 
by an absence of nervous and visceral symptoms and an almost 
invariably negative Wassermann reaction. In no case did the 
nature or duration of treatment seem to have had any influence 
on the appearance of the second chancre. 
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Pelvic Measurements 


Sir,—I read with great interest the leading article, “ Are 
Pelvic Measurements Worth Taking? ~ which appeared in 
the Journal of August 6 (p. 291). The writer, I imagine, 
like myself, rather regrets the necessity for further elabora- 
tion of mechanical devices for purposes of diagnosis ; 
I fear, however, it is inevitable in all branches of medicine 
in which they are applicable. It certainly is so in respect 
of pelvic radiography. Only by means of x rays is it 
possible to measure the pelvis with mathematical exact- 
ness ; although, admittedly, the obstetrician of experience 
can, by means of his hands and callipers, predict with 
a surprising degree of accuracy whether or not a foetal 
head will pass through a pelvis of abnormal formation. 
The best I could secure was 6 per cent. to 10 per cent. 
Caesarean sections in the cases in which I deemed it 
probable that the child would pass—in other words, in 
the cases in which I permitted a trial of labour. Certainly 
some children are lost in “trial labour,” but very few if 
it is judiciously employed. 

In one period of three months in the Royal Maternity 
Hospital, Glasgow, the late Dr. Shannon, Dr. Fraser Lee 
(Edinburgh), who was at the time my house-surgeon, 
and I lost not a single mother and only one mature child 
(prolapse of cord). It was one of my most interesting 
clinical experiences. Our object was to determine what 
could be secured in cases of recognizable pelvic malforma- 
tion by rational conservative measures and Caesarean 
section judiciously selected. Day and night Dr. Shannon 
or I went to the hospital and discussed with our house- 
surgeon the procedure that should be employed. Inci- 
dentally, can you wonder that I am a supporter of staffing 
a maternity hospital with a Master, as is the custom in the 
Rotunda Hospital, Dublin, and that I advocate that 
obstetric practice should be, so far as circumstances and 
the locality will permit, in the hands of obstetric experts 
(well-trained specialists and general practitioners interested 
in obstetrics)? 

There is no objection, nor is there any hardship involved, 
in making it a routine practice to have a pelvic radiograph 
taken of every primigravida. The suggestion that the 
measurements should be engraved on her wedding ring 
emanates, I doubt not, from minor critics of a like kidney 
to those who in times past held up antiseptics to scorn, 
scoffed at the employment of rubber gloves, and criticized 
the use of masks. 

What, it may be asked, are we going to gain with a 
perfect radiograph of pelvis and foetal head? Will it 
permit us to dispense with a “trial of labour” in border- 
line cases? I fear that dream can never materialize. 
Adjustments of head to pelvis, moulding of head, and the 
efficacy of the driving forces cannot be predicted. Con- 
sequently a trial of labour will always remain an accepted 
procedure. The radiograph will help the experienced 
obstetrician to select his cases with more exactness, and 
especially if he employs in addition intrapartum radio- 
graphy should this be deemed advisable in a particular 
case. It is interesting to note that in some of the most 
modern hospitals in which pelvic radiography has been 
extensively employed there is a decline in the number of 
Caesarean sections. That might be the outcome in this 
country. The danger that the incompetent or amoral 
obstetrician who freely employs Caesarean section will 
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“get away with it” and pursue his nefarious trade is a 
passing danger. Sooner or later, like other wrongdoers, 
he will be brought to justice. To hasten such a desirable 
issue, what about making the mode of delivery notifiable 
on all intimations of birth?) That would be rather a nasty 
blow to him. 

In my opinion maternity practice, in so far as circum- 
stances and the locality will permit, should be entirely in 
the hands of obstetric experts—well-trained specialists, 
and general practitioners interested in obstetric practice, 
Only by these means can we ever appreciably reduce the 
maternal death rate and the neonatal death rate. Much 
has been written in respect of the former, and I make bold 
to predict that very soon the seriousness of the continued 
high stillbirth and neonatal death rates will cause alarm. 
Several thousands of children are being lost annually by 
bad obstetrics. With a falling birth rate can this unsatis- 
factory state of matters be allowed to continue?— 
I am, etc., 

Canterbury, August 11. 


Trial Labour: The Plastic Head 

Sir,—I was greatly interested to read your leading 
article “Are Pelvic Measurements Worth Taking?” in 
the Journal of August 6 (p. 291). It is still not widely 
appreciated how easy it is to acquire the technique of 
cephalometry, and how useful and reliable are the results. 
The success of “ trial labour * depends on several factors, 
one of which, the efficiency of the uterus, can never be 
foretold. It is, however, quite certain that it is an un- 
justifiable risk to attempt trial labour if the true con- 
jugate is known to be less than, say, 3.5 inches. It is 
also certain that it is unjustifiable to induce labour without 
exact measurement of the foetal head. It is not sug- 
gested that a successful outcome is impossible in such 
circumstances, but that the risks to mother and child are 
far greater than with Caesarean section. The serious 
decision to allow delivery to take place by labour in a 
case of known contraction of inlet or outlet demands 
accurate knowledge of the size of the head. Induction 
performed at a selected date assumes that the date of 
term is known, and this is far from true. The case for 
induction in minor degrees of contraction depends upon 
knowledge of the size of the head, and in this lies the 
supreme value of cephalometry. 

In a maze of uncertainties it is heartening to have one 
‘act to cling to, and I suggest that it is a fact that a 
foetal head with a bi-parietal diameter of 3.6 inches or 
less is always plastic and will mould, if necessary during 
labour, to a grotesque extent. If left to term the bones 
may be hard, and gross overlap will be necessary, with a 
knife-like edge to lacerate the maternal tissues and the 
certainty of foetal injury. With a true conjugate of, say, 
3.5 inches and a bi-parietal diameter of 3.3 inches there 
would be almost a certainty of a living child, while a 
more mature foetus with a diameter of 3.5 inches could 
be extracted, probably living, but certainly without 
damage to the mother. 

There are now large collections of cases which show 
that induction of labour by rupture of the membranes, 
performed through an antiseptic medium such as 10 per 
cent. dettol in glycerin, does not raise the figures of 
morbidity, and I believe that if this method be adopted, 
with careful measurements and keeping the concept of the 
plastic head in mind, the whole question of trial labour 
will be raised from the level of inspired guesswork to one 
of an attempt to deal scientifically with a difficult problem. 

With regard to induction by rupture of the membranes 
I have been sorry to read of a number of ingenious 


J. M. Munro Kerr, M.D. 
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instruments designed to puncture the membranes and 
withdraw fluid. This practice is likely to bring the whole 
method into disrepute, for I am certain that it is not 
the withdrawal of liquor which is mainly responsible for 
starting labour, but the tearing of a considerable hole in 
the membranes and the resulting contact of the foetal 
head with the uterus without the intervening membranes. 
We have all seen cases in which spontaneous leakage of 
large quantities of liquor amnii has failed to start labour 
for many weeks, but after an experience of over 250 cases 
I have yet to see a failure where a hole of an inch or 
two has been made, even if it is effectually plugged by the 
head and the escape of liquor is negligible. My own tech- 
nique is to pinch up a fold of the membranes with a 
forceps applied to the side of the head and with a finger 
to tear through the fold, enlarging the hole as much as 
possible. It is quite unimportant how much liquor escapes. 

Measurement of the pelvic inlet is now firmly estab- 
lished, but the outlet is usually ignored or measured by 
elaborate methods. There is a simple way of obtaining 
useful information on this point to which I have seen no 
reference. If a film be taken in the sitting position, as 
described by Rowden, Orley, and others, at a focus film 
distance of 30 inches, the tips of the ischial spines are 
clearly seen projecting into the pelvic oval. If the distance 
between these tips be measured and 4 inch subtracted to 
correct for magnification, any serious degree of contrac- 
tion of the outlet can at once be detected. The normal 
direct measurement on the film is about 5 inches, and if 
it be reduced below 4.25 inches spontaneous delivery at 
term is highly improbable. 

If attention be given to these factors—the inlet, the out- 
let, and the plastic head—I believe that Caesarean sections, 
early and late, will be greatly reduced and that many of 
the tales of the horrors of labour will go out of circulation. 
—I am, etc., 


Bexhill-on-Sea, August 6. NorMAN REECE. 


Quinsy and its Treatment 


Sirn,—Ever since 1899 I have performed tonsillectomy 
on the first appearance of oedema of the palate or anterior 
pillar. By dissecting the anterior pillar off the tonsil from 
below one never fails to open the abscess. In 1922 I sent 
a letter to the American Journal of Laryngology stating 
I had performed this operation at least once a week for 
twenty-three years with no deaths. Since that date I have 
had one death, but it was due to the anaesthetist using 
chloroform instead of ether while I was washing my 
hands ; we got the patient round, but he died about an 
hour after the operation was finished. In_ thirty-nine 
years I must have operated on over 2,000 cases. I have 
had two or three close shaves, but a stab laryngotomy 
saved the situation. It seems that ether occasionally 
increases the oedema of the sepfic laryngeal condition 
and so blocks air entry. In thirty-two years at the 
Children’s Hospital I saw only one or two cases a year. 
In twenty-three years at the Royal Melbourne Hospital 
I always had one case, and sometimes three or four, 
a week. P 

Cocaine and its derivatives are in my opinion quite 
useless and by no means harmless. I have had six cases 
of severe oedema of the glottis; in two of them the 
patients died—one as mentioned above and one hospital 
Patient who refused operation. The latter had pus in 
the pericardium. It seems to me wicked to let a patient 
Suffer agony for days while waiting for the abscess to 
point. Some of my early cases must have inspired pus, 
but no unhappy consequences followed. Double quinsy 
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is not common, and in the few cases I have had both 
tonsils were removed. If the patient is not seriously ill 
I always remove both tonsils, as 1 have frequently seen 
quinsy supervening in the other tonsil. In these cases 
there must be some anatomical peculiarity allowing 
entrance of septic material into the intratonsillar fossa 
which the patient is unable to extrude.—I am, etc., 
W. Kent HuGues, M.B., F.R.A.C\S., 
Consulting Surgeon, Children’s Hospital, Melbourne ; 
late Senior Laryngologist, Royal Melbourne Hospital, 
and Laryngologist, St. Vincent's Hospital. 
Melbourne, July 27. 


Steinach II Operation for Prostatic Enlargement 


Sir,—I am very interested in the notes of Lieutenant- 
Colonel T. Hunter's two cases of prostatic obstruction 
successfully treated by the Steinach II operation (August 
13, p. 376). All that I had intended to convey in my 
article published in the Journal of July 9 was that a 
critical attitude must be maintained to this operation, 
owing to the fact that the patient suffering from obstruc- 
tion frequently showed a temporary and spontaneous 
remission of symptoms, a remission for which the Steinach 
operation might receive the credit. I did not deny that 
favourable results had been obtained, and I think that one 
may regard Lieutenant-Colonel Hunter's cases as examples 
of these. I sincerely hope, however, that he will keep 
these patients under observation and let us know the 
sequel. Unfortunately, | have had to carry out a sub- 
sequent prostatectomy on several cases on which I had 
previously performed a Steinach operation, the ameliora- 
tion of symptoms only proving temporary. Lieutenant- 
Colonel Hunter does not state whether he noticed any 
reduction in the total mass of the prostate as felt per 
rectum after his operation. I suspect that, although clinic- 
ally the patients were much improved, the prostate still 
remained enlarged.—I am, etc., 

London, W.1, August 12. KENNETH WALKER. 


Subvesical Diathermy Prostatectomy 


Sir,—I am naturally glad to find that I have the support 
of so experienced a urologist as Mr. Terence Millin in 
advocating the need for sparing the trigone when perform- 
ing perurethral prostatectomy (Journal, July 30, p. 259). 
At the same time I do not think that this is generally 
recognized, for an examination of current literature, in- 
cluding the illustrations, will show that many surgeons 
undoubtedly consider it necessary to remove a large 
portion of it. If Mr. Millin will experiment with the 
instrument which I employ I feel sure he will find that 
it is possible to undercut the trigone from within the 
urethra, not only posteriorly but also laterally, with con- 
siderable accuracy. Therefore, the risk of recurrent ob- 
struction due to a ball-valve mechanism seems to me to 
be no greater than after prostatectomy by enucleation, 
whether this be performed by the suprapubic or the 
perineal route.—I am, ete., 

London, W 1, August 12. R. OcieR Warp. 


Undescended Testicle 


Sir,—Mr. Denis Browne is, of course, correct in his 
contention that many people are unaware that most cases 
described as “ an undescended testicle lying in the inguinal 
canal” are really examples of superficial inguinal ectopia, 
but he flogs the point to excess, and is certainly grossly 
unfair in the suggestion given in his letter in the Journal 
of August 13 (p. 374) that most examiners are ignorant 
of this knowledge. 
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Although it may be a bright ray-of light to many people, 
and doubtless even to some examiners, I think I should 
say that Mr. C. H. Fagge, who was an examiner well 
known at the Royal College of Surgeons for many years, 
used to teach this point consistently in the wards at Guy's 
Hospital. I learnt it from him close on fifteen years ago, 
and I do not doubt that he had been teaching it for many 
years before this and had asked many questions on the 
same point at the College. During the last five years I 
have always made it a special point to bring this question 
up during the final Fellowship course held at Guy’s 
Hospital.—I am, ete., 


London, W.1, August 13. R. C. Brock. 


Sulphonamide Chemotherapy in Gonorrheea 


Sin,—There are certain points in your annotation 
“ Chemotherapy in Gonorrhoea ” (August 6, p. 294) which 
we feel require comment. 

First, we hope that your question “ which of the avail- 
able compounds is the most effective and how it should be 
used“ is largely answered by an article published in the 
current number of the Lancet (August 13). In this article 
we analyse the results of 633 followed-up male and female 
cases of gonorrhoea treated with sulphanilamide ; we have 
also treated to date more than 150 cases with uleron and 
mere than 100 cases with 2-(p-aminobenzenesulphon- 
amido)pyridine (M. & B. 693). 

Our views on the effects of uleron in gonorrhoea 
have already been stated. Any extensive experience 
with followed-up cases will show it to be markedly 
less effective in all stages of the disease than either 
sulphanilamide or M. & B. 693, although in_ isolated 
cases its effect appears to be little short of miraculous. 
We cannot, however, agree with your implication 
that uleron is a more toxic substance than M. & B. 
693, or for that matter than sulphanilamide. The occur- 
rence of five examples of peripheral neuritis is practically 
the only toxic effect observed in our 150 cases, though 
admittedly of more serious significance than most others. 
Neither is it our experience that “excessive dosage does 
not appear to be a factor in producing this condition.” 

Our experience suggests that M. & B. 693 is probably 
as effective as sulphanilamide in gonococcal infections, 
but not more so. It is, however, by no means as free 
from toxic effects as your annotation might lead one to 
suppose. In fact, in our cases M. & B. 693 has produced 
a proportion of toxic manifestations similar to that seen 
with sulphanilamide, these being, if anything, more 
pronounced. It would be interesting to hear the opinion 
of other workers who have used this drug in a similarly 
large number of cases of both sexes. 

Finally, we feel that Dr. H. M. Hanschell’s letter in the 
Journal of August 13 (p. 375) may give an erroneous 
impression of both the efficacy and non-toxicity of 
uleron. Unfortunately his claim that uleron has proved 
more effective than sulphanilamide is not supported by 
figures, and is therefore possibly based on immediate 
results only. Where uleron fails is to produce an adequate 
proportion of final cures, and we feel that if Dr. 
Hanschell’s cases could be followed up for three months 
his claim would not be substantiated. Similarly, the 
remarkable freedom of his cases from uleron neuritis 
might also be attributed to the fact that most of his 
patients are seamen, who may have developed their neuritis 
after their return to sea.—We are, etc., 


G. L. M. McELLijworr. 
A. J. COKKINIS. 


London, W.1, August 13. 
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Lavage for Gonorrhoea 


Sir,—How refreshing it was to read in Dr. F. J. T. 
Bowie's article on this subject (Journal, August 6, p. 283) 
that a V.D. specialist had treated and cleared up six 
cases of acute gonorrhoea without artificial urethral 
lavage! One only regrets that Dr. Bowie prescribed 
lavage in the other twenty-four cases, “ mainly for psycho- 
logical reasons”: perhaps Dr. Bowie would tell us 
whether these were to keep the patient attending or to 
ease his own conscience! 

There are many physiological reasons against lavage 
by artificial methods, thus: (1) The point of entry of the 
infection is the meatus, whence it spreads backwards— 
syringing in the same direction can only tend to increase 
the rate of spread and decrease localization. (2) No anti- 
septic short of a caustic can reach and destroy the intra- 
cellular diplococcus. (3) The pressure of  syringing, 
however slight, may certainly dislodge surface debris 
(casualties), but this is forced into the crypts and glands 
of the urethra (dugouts), where the gonococci (wounded 
only, maybe) may recover and multiply for a fresh and 
more penetrating invasion of healthy tissue. (4) A cardinal 
principle of the treatment of inflammation is rest ; on this 
basis the trauma of syringing is contraindicated. 

A good psychological reason against syringing is the 
patient’s hatred of the paraphernalia and discomfort of 
the whole business ; in many cases he can ill afford the 
time or money for fares to attend a clinic for this treat- 
ment. The result is that co-operation is prejudiced, and 
the patient may neglect treatment because it is worse than 
the disease. 

Physiological lavage can be obtained by instructing the 
patient to drink at least four quarts a day of lemon barley 
water (so easy to make nowadays), and giving him (or 
her) pyridium, caprokol, or some other urinary antiseptic. 
Combined with rest, preferably in bed for a week or more, 
with a diagnosis of “inflammation of the waterworks,” 
this treatment has given good results for twelve years ; but 
it would appear that the introduction of disulphanilamide 
will relegate the morbidity of acute gonorrhoea to that of 
the common cold if physiological principles are observed 
in treatment.—I am, etc., 


Greenford, Middlesex, August 13. ALISTAIR FRENCH. 


Mental Factors in Medicine 


Sir,—Dr. T. A. Ross has raised one or two points of 
considerable interest and importance in his paper on the 
mental factors in medicine in the Journal of July 30 (p. 
209). He indicates, for example, the difficulties that exist 
in teaching students the art of clinical psychology. 
Obviously the direct and public methods of examination 
which are effective in the ordinary medical and surgical 
case will not be applicable to the neurotic. The question, 
“What are you complaining of? ” is merely to be regarded 
as the opening gambit, and detailed investigation can only 
be done in private. Discussion of the case can be carried 
out after the patient has left the room, and obviously, on 
account of the incomplete insight obtainable at this stage, 
will have to be concerned with theoretical possibilities of 
structure and interpretation rather than with any definite 
problems that have been elicited. Skill in technique can 
only be obtained by experience, but a good theoretical 
grounding is necessary for at least all of the more radical 
forms of psychotherapy. 

A particular difficulty Dr. Ross appears to have is in 
deciding who is the right and proper person to be allowed 
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to give instruction in the neuroses. He does not like the 
psychiatrists, and he mentions three rather formidable 
obstacles in the way of making physicians and surgeons 
teachers of the subject. On the whole he seems to prefer 
the neurologists. So far as the psychiatrist is concerned 
he asserts that “there is nothing in his study of insanity 
which will lead him to understand the neurotic mind 
more fully than will a man brought up in general medi- 
cine.” This remarkable statement will be read with 
astonishment by the ordinary psychiatrist, who, as part 
of the daily round, the common task, has to deal with 
such symptoms as depression, anxiety, agitation, obses- 
sions, and conversion phenomena, to mention a few which 
are the common features of the neuroses. I should have 
thought, without going into further detail, that Dr. Bernard 
Hart’s well-known Psychology of Insanity has been for 
long a standing refutation of this argument. 

Finally, is not Dr. Ross, in objecting to the neuroses 
being looked upon as a specialty, protesting to high heaven 
against the inevitable? As he himself admits, specializa- 
tion is taking place more and more in medicine, and the 
signs surely indicate not only that it is bound to continue, 
but that owing to the piling-up of knowledge it will, 
before very long, become impossible for a student to 
qualify in medicine, surgery, and the associated subjects 
within anything like a reasonable period of time. He 
will therefore be compelled to specialize on certain sub- 
jects before qualification. If this is part of the march 
of events it behoves us to make the best of psychotherapy 
as a specialty, even if the psychiatrists have to take a 
hand in it!—I am, ete., 


London, W.1, August 11. FREDERICK DILLON. 


Maternal Mortality and Medical Education 


Sirn,—The education of general practitioners in mid- 
wifery was criticized by Dr. Summerskill, member of 
Parliament for West Fulham, in the recent debate on 
health administration in the House of Commons. The 
House had received from the Minister certain figures 
which indicated that the maternal mortality for England 
and Wales was 3.13 per 1,000 during 1937—the 
lowest rate ever recorded. Dr. Summerskill expressed 
her indignation at this rate “for what is supposed to 
be a normal physiological process,” and somewhat incon- 
sistently declared her opinion that every woman under- 
going this “ normal physiological process ” should go into 
a hospital for her confinement. Because she herself, as 
she explained in great detail, had taken her qualification in 
medicine (M.R.C.S., L.R.C.P.) with no other practical 
experience in midwifery contributed by her school than 
that obtained by “simply being in a room where twenty 
confinements were conducted, without going near a bed 
Or touching a patient,” she assumed that that is a 
universal experience, and that consequently general practi- 
tioners so trained “should not be allowed to go out and 
attend confinements because it is a kind of confidence 
trick played on the mothers. They believe that every 
docter is fully qualified.” 

That there is a difficulty in obtaining adequate mid- 
wifery experience for the medical student must be 
admitted, and it is not altogether clear how the new 
regulations requiring increased midwifery experience, to 
come into operation in November, 1938, can with the 
exieing accommodation be actually carried out, demand- 
ing as they do a period of “two months’ attendance in a 
maternity hospital or maternity wards of a general hospital 
with residence in the hospital or in a hostel attached there- 
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to.” The Labour Party, to which Dr. Summerskill belongs, 
has materially increased this difficulty by the objections it 
has raised from time to time to the system of education of 
the medical student in midwifery which obtains in London 
and other great cities, by which the student is enabled 
to visit parturient women in their own homes and conduct 
labours on his own responsibility, always backed by 
immediate accessibility to the highest specialist skill, 
inasmuch as he can call upon the whole of the obstetric 
staff of a great hospital when he is in difficulty. How well 
this system has worked in London is, I think, evident 
from certain figures which I obtained some time ago of 
the rate of maternal mortality in the “ districts ” served 
by the great teaching hospitals, the average rate having 
been returned as under 2 per 1,000. The profession, how- 
ever, I think must be prepared for a drive to provide more 
maternity hospitals, or at any rate many more maternity 
beds, and in this connexion I would like to say a word 
about a particular voluntary effort to provide such accom- 
modation which has not, in my submission, received the 
support and commendation it richly deserves. 


With Lord Snell, then Chairman of the London County 
Council, | was privileged to speak at the annual meeting of 
the Salvation Army Mothers Hospital in Whitechapel a few 
weeks ago (May 28). I was surprised to learn, and 1 think 
my readers will be surprised to hear, that this hospital, founded 
some twenty-five years ago, is the second largest maternity 
hospital in London. Started at first to receive unmarried 
mothers, in whom the maternal mortality is highest of all, the 
enterprise has been sustained chiefly upon voluntary gifts and 
contributions from patients. Of an income for the last 
financial year (1937) of £19,930, only £5,500 was contributed 
by public authorities (the Ministry of Health and the London 
County Council) in respect of the maternity and V.D. work 
rendered. The rest of the income was derived from annual 
subscriptions and occasional gifts (£2,101), nurses’ and pro- 
bationers’ fees (£1,814), King Edward's Hospital Fund (£950), 
fees from patients (£9,243), and funds derived from local enter- 
tainments and other voluntary efforts to raise money. 

Over an average of three years—the births being 1,543 in 
1935, 1,596 in 1936, and 1,595 in 1937—the rate of mortality 
was 2.3 per 1,000, a remarkable achievement in view of the 
fact that there was in those years a great preponderance of 
primiparae, nearly twice as many as the multiparae, and a 
large proportion of unmarried mothers, in whom mortality is 
always high. 

Associated with and attached to the hospital are homes for 
mothers and infants, district nursing centres, a school for 
midwives (for the hospital is recognized by the Central 
Midwives Board as an institution for training midwives), pre- 
natal and ante-natal clinics. In addition to the in-patient 
activities the hospital conducts an extensive out-patient service. 
Thus, for the year 1937 there were over 21,000 attendances at 
ante-natal clinics, 7,500 attendances at child welfare clinics, 
2,500 attendances at post-natal clinics. There were, further, 
750 births in the “district” with 20,800 visits. Countess 
Baldwin recently opened a new isolation wing, which we were 
able to inspect very fully on our visit. It provides single- 
ward accommodation with verandas for twelve patients, two 
nurseries, and a very up-to-date and scientific installation for 
sterilizing. 7 


This admirable institution seems to me to present a 
typical example of the genius of the English people for 
voluntary service, which they carry out so much more suc- 
cessfully, as a rule, than any form of State service. Unless 
voluntary institutions of this kind are now multiplied and 
adequately supported to meet the need, there. can be little 
doubt that the much more expensive and much less efficient 
State service desired by the Labour Party will be imposed 
upon us—which God forbid!—I am, etc., 


Ramsgate, August 4. E. GRAHAM-LITILE. 
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Abdominal Pregnancy 


Sir,—In his interesting article on this subject in your 
issue of June 18 (p. 1301) Mr. Ronald Reid has discussed 
the stage at which operation should be undertaken. In 
India with the uneducated females one cannot choose one’s 
time for any operation, but has to be thankful that per- 
mission to operate at all has been granted. Consequently 
it is not surprising that in neither of the two cases | have 
seen in the last three years had the patient consulted a 
doctor before finally coming to hospital with abdominal 
tumours each of which is described in the case notes as 
being the size of a seven and a half months’ pregnancy. 


Both were nulliparous. One was aged 20, married six 
years, and had had normal periods until a year previously : 
the other, aged 25, married fourteen years, had also had 
normal periods until a year previously. For twelve months 
both had had amenorrhoea and steady enlargement of the 
abdomen, but no pain. The less stupid of the two said she 
had felt flickering movements in the tumour eight months 
previously and that for the last three months it had decreased 
in size. She had also noticed changes like those of pregnancy 
in her breasts, but the other woman had noticed nothing ex- 
cept a slight vaginal discharge for two days shortly before 
admission. 

In both a diagnosis of extra-uterine pregnancy was made, 
the one being confirmed by a radiograph which showed a full- 
term foetus lying transversely, though in the second case as 
the result of a negative screening report the operation was 
listed as an exploratory laparotomy. In the former case my 
colleague, Rao Bahadur Dr. Onkar Singh, removed an almost 
full-term dead foetus, complete with membranes and placenta 
which were extremely adherent to omentum and adjacent 
structures, while my laparotomy revealed a disorganized mass 
the basis of which was a foetus of perhaps six months. This 
also was very adherent but was finally removed in toto, to- 
gether with the left ovary, to which it was fixed, and the 
remains of the left tube, from the centre of which it had 
originated. 

Both patients made uneventful recoveries and were dis- 
charged within three weeks, blissfully ignorant of the 
dangers of haemorrhage and peritonitis but keenly intent 
on doing their duty by producing a living male child on 
the next occasion.—lI am, etc., 


Jodhpur, India, July 26. E. W. Haywarpb. 


Small-pox and Vaccination 


Sir,—Dr. C. Killick Millard’s letter in the Journal of 
July 16 makes me think I, too, may be out of touch 
“with current views of those most familiar with the 
questions of the aetiology and prophylaxis of small-pox.” 
The views expressed by Dr. Millard may be quite right for 
Leicester and even England now that small-pox has been 
almost extinguished, but surely it would be unwise to 
generalize ; such views might be misunderstood by persons 
in different circumstances, thus causing them to run 
serious risks. For instance, residents in Leicester are 
quite safe from wolves now that wolves have been exter- 
minated, unless they escape from a menagerie or zoo; 
and even then they are at once reported and searched for 
till they are caught. But people living where these animals 
abound are wise to take precautions against them. Is it 
not so with small-pox? 

I have been in medical practice as a missionary about 
forty years in China—thirty years in the interior where 
small-pox abounded and still does to a less extent, and 
latterly on the coast, where it also occurs. In the interior 
I can remember meeting only two adult wnvaccinated 
Chinese who had not developed small-pox, and one of 





























































them would not “ take ~ when vaccinated more than once, 
On the other hand, there was a large and increasing pro- 
portion of people who had been vaccinated and had never 
contracted the disease. As to foreigners—that is, non- 
Chinese—a friend of mine who for conscientious objec- 
tions would not have himself or his family vaccinated 
was badly marked by the disease and lost two of his 
three children who also developed it. I could mention 
other similar cases. | and my five brothers were all 
vaccinated in infancy, and though we were brought up 
until about the age of 10 among the Chinese, who neither 
notify nor segregate their infectious diseases, we have 
never contracted it. 

In the school for foreign missionaries’ children, of which 
I have been medical officer for several years, most of the 
2,000 children educated there during these fifty-odd years 
were brought up in similar surroundings until they came 
to school, and, having been vaccinated, have not con- 
tracted small-pox, with perhaps very few exceptions. Four 
years ago the Chinese servant, who in the preparatory 
department of that school sees to the wardrobes and is 
always in and out of the bedrooms, developed the disease. 
He did not mention it until the third day, after having 
handled all the clean Saturday laundry. He was sent 
home. I revaccinated the whoie staff, servants, and 
scholars, over 100 persons, and nobody developed the 
disease. We thought that, apart from = special prayer, 
vaccination saved them: and also the other members of 
their families who reside in inland China and are fre- 
quently exposed. 

Perhaps Dr. Millard, while condemning vaccination or 
compulsory vaccination in England, would recommend it 
for those residing abroad. May I, as a medical man, at 
present on furlough, in a large Mission which has about 
1,000 members actually in China, nearly all in the interior, 
living among the Chinese with their own children and their 
Chinese co-workers, ask Dr. Millard what he would advise 
them to do instead of vaccination? Up to the present we 
have relied on this, and almost this alone, and found it to 
be almost an absolute preventive. We dare not abandon 
vaccination until we have a more sure, or as sure a pro- 
phylaxis, and shall be glad to hear of one. 

May I add that in the above-mentioned school we think 
we have practically prevented the occurrence of diphtheria 
for years by inoculation, but there are a few parents who 
have refused it. Vaccination is compulsory in our Mission 
and in this school, and I think the only case of small-pox 
among the scholars for many years—probably twenty or 
thirty—has been the son of the conscientious objector 
already referred to, who was a day scholar.—I am, etc., 

Frep H. Jupp, M.B. 

China Inland Mission, London, August 6. 


Purpura from Sedormid 


Sir,—In view of your annotation on thrombocytopenic 
purpura from sedormid (July 30, p. 229), the few cases 
described in the literature, and the letter of Dr. F. E. 
Loewy in your issue of August 6 (p. 320), the following 
would seem to be of interest: 

On March 4, 1938, I was asked by a colleague to see a 
patient of his, a woman of 26 years, on account of her having 
severe epistaxis and continuous oozing of blood from the 
gums. This had begun suddenly and had been continuing for 
several hours. When I saw her she was extremely pallid, 
with thirst, air-hunger, a subnormal temperature, and a very 
rapid pulse rate. The bleeding was most difficult to control 
in spite of thorough packing of both nostrils with gauze soaked 
in viper venom and the giving of the usual remedial agents, 
including vitamin C. Where these had been given hypo- 
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dermically extensive bruising occurred. Later there were 
purpuric spots over the whole body and bleeding from all 
mucous membranes. 

The case was one of pulmonary tuberculosis just com- 
mencing artificial pneumothorax treatment in a nursing home 
where she had been since February 11. From that day till 
the day I saw her she had received two sedormid tablets every 
night. As I had read of purpura from sedormid in Price's 
Medicine, where it is actually indexed under this heading, we 
decided this might be a possible example. The drug was not 
given again. A platelet count was not done. The patient 
gradually recovered. She has had no further haemorrhage, 
nor was there any previous history of purpura. She had 
amenorrhoea from February to June. 

—I am, etc., 


West Worthing, August 7. H. Ivor BALrour. 


Abortion and the Law. 


Sir,—If the intention underlying the recent case of Rex 
y. Bourne was to reveal an unsatisfactory state of the law 
with a view to securing amendment, I cannot see that this 
object has been achieved. Rather the reverse ; the prin- 
ciple behind the law—the tacit understanding that the 
parties shall act in good faith—has been emphatically re- 
affirmed. Surely this is the one essential point, the very 
crux of the matter ; upon this point alone rests the justifi- 
cation for surgical intervention, whatever the circumstances. 

The law (I think wisely) does not attempt to confine its 
position within narrow limits ; however carefully legislation 
were framed it would certainly from some points of view 
involve oppressive restriction or permit irresponsible abuse. 
To lay down hard-and-fast rules for general application 
would be virtually impossible without entailing individual 
hardship. Circumstances alter cases ; there are wide diver- 
gencies of legitimate opinion, ranging from the view, 
backed by professional and religious opinion, that thera- 
peutic abortion is never justifiable in any circumstances to 
the opposite extreme view referred to by Dr. C. A. H. 
Franklyn (Journal, August 13, p. 373) that no woman 
should be forced to become a mother unless she is willing 
and anxious so to be: in other words, that a pregnancy 
which is unwanted is a pregnancy which should be ter- 
minated. Professional, moral, and social arguments can 
be advanced to support either of these extreme views or 
to justify any shade of intermediate opinion. Where such 
a wide range of considered opinions exists no view can be 
wholly condemned as wrong or exclusively upheld as 
right; each contains some germ of truth. The point at 
issue is, Where in practice does intervention become 
justifiable? 

No rigid rule is, I think, possible or even desirable ; 
no single criterion is sufficient in itself. Thus, for ex- 
ample, I cannot believe that every pregnancy originating 
from rape should ipso facto be terminated, nor every 
pregnant woman below a certain age refused the chance 
to bear her child for that reason alone. By all means 
let these factors be considered, but in proper proportion 
to the other circumstances of the individual case. The 
responsibility is a grave one, and there is much to com- 
mend the established practice of sharing it between re- 
sponsible persons, preferably with special experience to 
guide them. 

The recent trial has not solved all the difficulties, but 
it has simplified them by widening the scope of the issues 
at stake. It has now been judicially approved that we 
are entitled to take into consideration, in determining 
whether to advise the termination of a particular preg- 
nancy, not only immediate risk to the life of the mother 
but also wider dangers to her bodily and mental health. 
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This is nothing really new, for it lays down more clearly 
than ever the general principle that whatever our personal 
opinions may be the Jaw requires us to consider each case 
on its own merits, to exercise reasonable skill and care 
in forming our decision, to take every factor into con- 
sideration in its proper proportion, and, above all, to 
act in good faith. Individual decisions may be very 
difficult, but the law is content that we should act 
honestly and for the best according to our lights. 

I think this is the real answer to Dr. Franklyn’s sug- 
gestion that the course of the trial was neither logical nor 
consistent. Admittedly issues were raised-—sentimental, 
moral, and professional—which were never fought out 
to their logical conclusions. I do not think many of the 
issues were capable of conclusive decision—quot homines, 
tot sententiae ; but I think it is fair and just to base a 
professional opinion upon them all taken together, much 
as it is both logical and consistent to base evidence in 
any other type of criminal trial on circumstantial 
evidence, no part of which is capable of absolute proof 
or refutation, but which gathers force from the way 
it hangs together and points consistently in one direction 
only. I do not pretend that it is an infallible system, 
but it is the best that can be done, and it is an established 
method of legal procedure. 

I hardly think it is a fair comment to suggest, as Dr. 
Franklyn does, that Mr. Bourne made his decision on 
sentimental, moral, and sympathetic grounds and justified 
it in court on medical grounds. Even if this were so, 
I feel it would have been both logical and consistent ; but 
all aspects of the case were discussed in court and laid 
before the jury. 1 do not attach much importance to 
Dr. Franklyn’s contention that Mr. Bourne made his 
decision before seeing the patient. The essential features 
of the case—her age, the fact that she was pregnant, and 
her unfortunate story—required no further demonstration. 
Moreover, I think I am right in stating that the decision 
was not finally made until the results of his clinical 
examination had excluded the danger of infection. 

To sum up, I think it has been clearly demonstrated 
that the law neither encourages nor forbids therapeutic 
abortion ; it recognizes that it may be necessary as a 
surgical operation, and as such requires it to be performed 
skilfully by properly qualified persons activated by reason- 
able motives. The law cannot be expected to provide us 
with a rule of thumb to relieve us of individual responsi- 
bility —I am, etc., 

Lincoln, August 14. ALLAN H. BricGs. 


Hygiene of Sea Bathing 


Sir,—In the Journal of August 13 (p. 367) I am reported 
to have said: “ He advised women not to bathe in the sea 
the day before and the first day after menstruation,” 
whereas what I did say was “ that I advised women not to 
bathe the day before or on the first day of menstruation.” 
Otherwise I entirely agreed with Dr. Doreen Nixon that 
sea bathing during menstruation was generally harmless, 
provided that a favourable reaction followed the bathe. 

The same principle is involved when deciding whether 
any persons should indulge in sea bathing. It depends 
upon the individual’s reaction. If a favourable reaction 
follows the bathe sea bathing may be continued. If an 
unfavourable reaction follows sea bathing is contra- 
indicated. At the same time it is well to point out that 
it is possible, in probably the majority of persons, to 
gradually convert unfavourable reactions into favourable 
ones by simple hydrotherapeutic procedures.—I am, etc., 


Torquay, August 13. K. R. CoLtis HALLOwes. 
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London Emergency Bed Service 


Sin,—Recently | was called to a case of ptomaine poison- 
ing, a mother and child of 3 years ; in addition there was 
a 2 months old baby (not infected). The mother and 
child were in need of urgent hospital treatment. I rang 
up King Edward’s Fund Emergency Bed Service and 
explained the case ; within fifteen minutes I was informed 
that a suitable hospital would accept the cases and also 
admit the baby for care while its mother was in the 
hospital! Such service cannot be too highly praised. | 
had anticipated an hour's telephoning to try to get the 
two cases into hospital; I hardly dared to hope to find 
a hospital willing to care for a normal baby during its 
mother’s illness. I feel every practitioner should know of 
this excellent service.—I am, etc., 


P. G. S. KeNNeDy, M.B. 


London, E.13, August 6. 


The Services 





HONORARY PHYSICIAN TO THE KING 
The King has approved the appointment of Major-General 
P. S. Mills, C.1.E., 1.M.S., as Honorary Physician to the King, 
with effect from March 29, 1938, in succession to Major- 
General D. P. Goil, 1.M.S., who has retired. 


AWARD OF MILITARY CROSS 
The King has awarded the Military Cross to Captain M. F. 
Kelleher, R.A.M.C., for gallant and distinguished services in 
Palestine. 


PROPHYLACTIC ANTI-TETANIC INOCULATION 
The issue of the Royal Army Medical Corps Journal for 
May, 1938, included a comprehensive paper by Major 
(now Brevet Lieutenant-Colonel) J. S. K. Boyd of the 
Department of Pathology, R.A.M. College, on active 
immunization against tetanus. 

The work recorded was undertaken at the suggestion 
of the Director of Pathology to explore the possibility of 
introducing active immunization against tetanus as a 
routine measure in the British Army. Major Boyd found 
that the standard of immunity given by the well-spaced 
two-dose system compared favourably with that achieved 
by other methods, and it is believed to confer adequate 
protection for a considerable period of time. Recom- 
mendations were accordingly made to introduce this 
method on a voluntary basis for all Regular troops. An 
announcement on the subject has been made by the War 
Office Press Bureau, and an Army Council Instruction is 
issued on inoculation against tetanus with tetanus toxoid. 

PROCEDURE 

The procedure follows the same principles as those that 
have been so successfully applied in the prevention of diph- 
theria. It consists of two subcutaneous injections, each of 
1 ccm. of tetanus toxoid, given at an interval of six weeks. 
No unpleasant after-effects are produced by the toxoid. 
Within a few weeks following these inoculations defensive 
substances develop and persist in the blood ; these effectively 
neutralize the toxin of the tetanus bacillus. It is not necessary 
to repeat the injections, since the protection lasts for man) 
years. Officers and men will be encouraged to take advantage 
of this simple method of securing protection. To avoid inter- 
ference with the normal duties of serving soldiers the inocula- 
tions will be undertaken after the training season. Recruits 
will be inoculated during recruit training, the first dose being 
given when the recruit attends for vaccination. Tetanus toxoid 
will be issued in bottles of 50 c.cm. and 10 c.cm., a record of 
the injections being made in accordance with Regulations for 
the Medical Services of the Army. Although the reaction 


after inoculation is very slight it is advisable that no active 
exercise should be taken for twenty-four hours. 
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DEATHS IN THE SERVICES 

Surgeon Commander Henry BAKER Hate, R.N. (ret.), died 
in the Royal Naval Hospital, Plymouth, on July 16, aged 72. 
He was educated at Edinburgh University, where he graduated 
M.B., C.M., with first-class honours, in 1891. He entered the 
Royal Navy in 1892, and attained the rank of surgeon com- 
mander on May 11, 1908. On the outbreak of war in August, 
1914, he became fleet surgeon in H.M.S. Challenger, and took 
part in the Cameroon Expedition. He returned to England in 
1915, and was invalided from the Service. Later he became one 
of the medical officers for recruiting in Plymouth, and after- 
wards served as medical officer for the Ministry of Pensions 
in London and Bristol. He became a member of the B.M.A, 
in 1921, and had long associations with Plymouth. 


Lieutenant-Colonel Witrerip BurreELt THomMson, R.A.M.C. 
(ret.), died at Alverstoke. Hampshire, on July 19, aged 82. 
He was born in Burma on June 7, 1856, and was educated 
at Shettield and St. Mary's Hospital. He took the M.R.C.S.Eng,. 
and the L.R.C.P.Ed. in 1881, entered the Army as surgeon 
on July 29, 1882, became lieutenant-colonel after twenty years’ 
service, and retired on June 7, 1911. After his retirement he 
was employed for some time, from 1912, at Northampton. 


Correction.—The late —_Lieutenant-Colonel J.C. Gordon 
Carmichael, R.A.M.C. (ret... was born on August 27, 1878, and 
not on the date mentioned in our obituary notice published on 
August 6. 


Universities and Colleges 





UNIVERSITY OF LONDON 
At a meeting of the Senate held on July 20 it was announced 
that Sir Cooper Perry had been reappointed by the King in 
Council as a member of the Court for a further period of 
five years from October 1. 


Recognition of Teachers 

The following have been recognized as teachers of the 
University in the subjects indicated in parentheses: Guy's 
Hospital Medical School: Mr. H. J. B. Atkins (Surgery); 
Mr. Arthur Bulleid, M.R.C.S.. L.R.C.P. (Dental Surgery). 
Middlesex Hospital Medical School: Mr. C. P. Wilson (Oto- 
rhino-laryngology): Mr. W. R. Winterton (Obstetrics and 
Gynaecology). St. Mary's Hospital Medical School: Dr. 
G. F. Buchan (Hygiene and Public Health); Mr. J. F. Simpson 
(Oto-rhino-laryngology). King’s College Hospital Medical 
School: Dr. J. C. Hoyle (Medicine): Mr. E. G. Muir 
(Surgery): Mr. J. H. Peel (Obstetrics and Gynaecology). 
King’s College - Hospital Medical) School and Maudsley 
Hospital: Dr. S. Nevin (Medicine). London School of 
Hygiene and Tropical Medicine: Dr. J. J. C. Buckley 
(Tropical Medicine). Maudsley Hospital: Protessor W. E. Le 
Gros Clark (Anatomy); Dr. A. F. Tredgold (Mental Diseases). 


Grants 
Grants were made out of the Central Research Fund, the 


Dixon Fund, and the Thomas Smythe Hughes Medical 
Research Fund for 1938-9 to the following: A. W. M. 
Ellis (professor of medicine at London Hospital Medical 


College): C. A. Lovatt Evans, F.R.S, WJlodrell professor of 
physiology at University College); W. J. Hamilton (professor 
of anatomy at St. Bartholomew's Hospital Medical College): 
Samson Wright (John Astor professor of physiology at Middle- 
sex Hospital Medical School): R. J. O'Connor (demonstrator 
in anatomy at University College): W. H. Newton (reader in 
physiology at University College); D. H. Smyth (ecturer in 
physiology at University College): G. Stella (lecturer in 
biochemistry at University College). 


Amendment of Regulations 


Amended regulations were approved for the second exam- 
ination for medical degrees for internal and external students. 
It was resolved that in and after 1940 candidates for the 
second examination for medical degrees who have passed in 
Part | of the second examination for medical degrees under 
former regulations be required to take the biochemistry 
portion only of the paper and practical examination in 
organic chemistry and biochemistry. Copies may be obtained 
on application to the Academic and External Registrars. 
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— 


The regulations for the examination for the academic 
postgraduate diploma in public health (Red Book, 1937-8, 
p. 651) were amended as follows: 

(i) By the substitution of the following for the first, fifth, 
and sixth paragraphs on page 651: Part I of the examination 
will consist of two papers and practical and oral examinations 
in the subjects of Part I of the course. Part I of the examina- 
tion will be held twice a year, beginning on the Monday of the 
week prior to that in which Christmas Day falls and on the first 
Monday in April, or, if that be a Bank Holiday, on the second 
Monday in April. Part II of the examination will be held three 
times a year, beginning on the last Monday in June; on the 
fourth Monday in September; and on the first Monday in 
January. 

(ii) By the inclusion in the seventh paragraph of November 21 
as the latest date for the receipt of entries for the December 
examination. - 

(iii) By the inclusion of the following approved areas in which 
candidates may receive the prescribed instruction in public 
health administration (see last paragraph of revised regulations 
approved in December, 1937, to which reference is made in the 
London University Gazette of February 9, 1938, pp. 87 and 90): 
the Royal Borough of Kensington, the Metropolitan Borough of 
St. Marylebone, and the Borough of Willesden. The regulations 
for the external diploma in public health (Blue Book, September, 
1937, pp. 1005-9) were similarly amended. 

It was resolved that in and after 1939 the examination for 
the academic postgraduate and external diplomas in clinical 
pathology should be held in the week beginning on the first 
Monday in October instead of the second Monday in 
December, and the regulations (Red Book, 1937-8, p. 616; 
Blue Book, September, 1937, p. 1105) were amended 
accordingly. 











Medico-Legal 





A NURSE IS A WORKMAN 


Under the Workmen’s Compensation Acts a workman is 
anyone who enters into or works under a contract of service. 
The Court of Appeal has often been called on to consider 
whether certain classes of workers—for example, professional 
footballers, film stars, and Salvation Army officers—are entitled 
to workmen’s compensation for injury. In Wardell v. Kent 
County Council’ a trained nurse acting under the direction of 
a ward sister was preparing a poultice of antiphlogistine ; it 
exploded in the can in which it was being heated, and caused 
her injury. She applied to the county court judge at Maid- 
stone for an award of compensation, but he held that she was 
not acting under a contract of service, but. under a contract 
to perform services as an independent expert. She appealed 
to the Court of Appeal, who decided by a majority of two 
to one that she was a workman and was entitled to compensa- 
tion. There was much argument whether Hillyer vy, St. 
Bartholomew's Hospital,” with its distinction between the 
skilled technical duties of a nurse and her “ ministerial or 
administrative duties,” could be applied to the present case. 
Lord Justice Greer thought that it could, and that when she 
was doing her work as a nurse the hospital governors were 
liable neither to pay damages for her negligence nor to com- 
pensate her as a workman. His two learned brethren, how- 
ever, disagreed. Lord Justice Slesser considered that her con- 
tract of service could not be divided, and that, although the 
hospital authority might from time to time choose the person 
under whom this nurse was called upon to obey, she was 
always under obedience to them. Lord Justice Mackinnon 
also considered that the negligence cases could not properly 
be applied to the question at issue. In fact, so manifestly are 
nurses in the service of their hospital, he said, that for that 
very reason it is necessary in a negligence case to inquire 
Whether the hospital is liable for their negligence. The nurse 
is the servant of the hospital for general purposes, and is 
under a contract of service with them within the Workmen's 
Compensation Acts. The court therefore sent the case back to 
the judge to assess the compensation payable. They also 
gave the council leave to appeal to the House of Lords, and, 
as the decision will affect all the hospitals and many thousands 
of nurses, the case may well be argued before the supreme 
tribunal in due course. 


* 1938, 3 All E.R. 473. 
* 1909, 2 K.B. 820. 
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Obituary 











SIR COLIN MacKENZIE 


A correspondent in Canberra sends the following personal 
memoir of Sir Colin MacKenzie, founder and first 
director of the Australian Institute of Anatomy, supple- 
menting the .obituary notice published in the British 
Medical Journal of July 9 (p. 99). The photograph of 
Sir Colin was taken while he was at work in the Institute 
in 1934, 

The death of Sir Colin MacKenzie removes from the 
medical profession in Australia one of its best known 
and most picturesque personalities. Of pure Highland 
descent, he was a piece of Scotland transplanted to 
Australian soil. In appearance generally, and especially 
in the contours of his head, the Celtic strain was dis- 
tinctly marked. His death at the age of 61, when at 
last he might have expected to reap some harvest from 
the unremitting toil of his 
early years, was a misfortune. 
For more than twenty-five 


years he had worked to 
consolidate his ideal of an 
Institute of Comparative 
Anatomy dealing mainly 
with the Australian fauna. 


The cup was dashed from 
his lips almost before the 
magnificent building at 
Canberra, with its two 
- large museums containing his 


anatomical dissections and 
specimens, had been fully 
completed. MacKenzie’s 


anatomical work was always 
his only hobby, and he found 
no time for relaxation in 
games, etc. A _ steady in- 
crease in blood pressure, 
after several warnings, resulted 
haemorrhage. 

Colin MacKenzie belonged to that very small group 
of Australian medical men whose writings and medical 
work are known beyond the borders of the islam 
continent. Although well past its first centenary, Austra- 
lian medicine is still in tutelage to Europe and to America. 
The Australian textbooks of medicine, surgery, midwifery, 
etc., have yet to be written for use in Australian medical 
schools. Some independence of thought has already 
emerged, but it can hardly be said that, so far, the 
influence of Australian ideas or discoveries on world 
medicine has been profound. MacKenzie joins that select 
band of Australian workers whose names include Bancroft 
of Brisbane, Hamilton-Russell and Dunhill of Melbourne, 
Elliot Smith, Harris, and Hunter of Sydney. As might 
only be expected at this early stage of her history, the 
contributions to medical literature of a definitely original 
character which have emanated from Australia have been 
comparatively few. The gravitational pull of the large 
medical centres in Great Britain has always resulted in 
a steady loss from Australia of some of the best products 
of her medical schools. It is in England that their mature 
work is undertaken and published, and Australia loses 
the credit of their achievements. Although Sir Colin 
MacKenzie visited England on four occasions and 
America three times, yet he always returned to his home- 
land with his devotion to it unimpaired. His intense 
loyalty to Australia, accompanied by his devotion to ideals 
which would advance his native country, and especially 
add to its scientific standing in the eyes of the world, was 
almost a passion with him. 

William Colin MacKenzie had an unusual career which 
divided itself into three parts. He graduated to a 
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professorship of comparative anatomy in the Government 
of the Commonwealth from the ranks of general practi- 
tioners of medicine, with an intermediate period as a 
specialist in orthopaedics. The youngest of six children, 
and the third of four sons to be educated for the pro- 
fession of medicine at Melbourne University, he was born 
at the small old-fashioned Victorian township of Kilmore, 
about forty miles from Melbourne. He completed his 
course, taking first-class honours in medicine and surgery, 
within a few weeks of his twenty-first birthday. Three 
years of resident posts at metropolitan hospitals followed, 
fitting him for general practice, which he began in 1901 
near the gates of the Melbourne University. He had 
previously been appointed demonstrator of anatomy at 
the Medical School, and later on he was to become 
lecturer in surgical and applied anatomy. A further early 
appointment which was to determine the main lines of his 
career for many years was that of clinical assistant to 
out-patients at the Children’s Hospital, Melbourne. Here 
he became greatly interested in the treatment of the 
deformities following upon infantile paralysis. Although 
this was a narrow field of specialism he was later able 
to make it a lucrative one, and to make important dis- 
coveries in it. 

In 1904, despite the exigencies of a growing general 
practice, he found time to sit for the degree of master 
of surgery of the Melbourne University. His attempt was 
unsuccessful, and after spending some time in the study 
of the German language he determined to visit Europe. 
This was a momentous decision which was to have a 
profound influence upon his professional work and future 
career. On his way to Edinburgh he visited Heidelberg 
to work with Professor Vulpius, a well-known orthdépaedic 
surgeon. 
College of Surgeons of Edinburgh he went to Liverpool 
to investigate the practice of the conservative school of 
orthopaedics founded in that city by the famous Hugh 
Owen Thomas and carried on by his brilliant nephew 
Robert Jones. Returning to Melbourne impressed by the 
operative work on tendons being performed by Vulpius, 
and greatly influenced by the principles of muscle rest 
and muscle recovery then being enunciated by Robert 
Jones, he proceeded to put this new learning into practice. 
At that time (1905) Knowledge of the various new 
splints then being used at Liverpool, and of the basic 
ideas which underlay their use in treatment of muscle 
pareses, was possessed by comparatively few in Australia. 
Soon after his return the Melbourne Children’s Hospital 
was faced with a severe epidemic of infantile paralysis. 
The treatment of the recent and remote effects of this 
disease became, as his writings testify, the dominant 
influence in his mind for many years. 

MacKenzie was not a slavish copyist of other men’s 
work and ideas. He was an innovator, and suffered a 
great deal of misunderstanding and adverse criticism of 
his work, the results of which were sometimes doubted, 
especially in Melbourne. In consequence, at one period 
before the great war he became somewhat embittered and 
solitary in his professional life. In the special work on 
infantile paralysis he was, although greatly influenced by 
Thomas, Vulpius, and Robert Jones, continually attempt- 
ing to improve upon their methods. In the surgery of 
old cases of poliomyelitis his aim was always to relieve 
the weak muscle groups by tenotomy of the tendons of 
the overacting muscles, followed by adequate anatomical 
rest and accompanied by re-education of function in the 
overstretched paresed muscles. He did not do any trans- 
ference of tendons. In early treatment before the onset 
of crippling deformities and the need for surgical inter- 
vention he for some time followed the lead of Robert 
Jones by splinting the overstretched weakened muscles in 
the position of relaxation and hoping for recovery by 
rest. Gradually he went on from this point, and, not 
content to wait until relaxation by itself produced re- 
covery, he evolved his well-known theories relating to 
muscle re-education. These were ultimately embodied in 
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the textbook now used so freely in massage and muscle 
re-education departments of hospitals, The Action of 
Muscles, including Muscle Rest and Muscle Re-education, 
Although so well known to-day, the original conceptions 
of this departure in treatment were revolutionary at the 
time. He was the first to use the special term “ muscle 
re-education,” and to depart from the rigid rules regard- 
ing continuous rest until recovery which had _ hitherto 
been followed. His most striking advance was to stress 
the great importance of the action of gravity in all 
educational attempts to regain muscle function after paresis 
of any nature. The idea of the minimal load, the zero 
position for recovery, and the use of the smooth powdered 
surface of board or cardboard for re-educational muscle 
work were advances which must always be associated 
with MacKenzie’s name. Sir Arthur Keith, in his review 
of orthopaedic surgeons and their methods, given in his 
book Menders of the Maimed, accords MacKenzie full 
credit for this definite advance in the treatment of weak 
muscles. 

For some years before the great war MacKenzie had 
relinquished general practice and specialized as an ortho- 
paedic surgeon in Collins Street, Melbourne. He rapidly 
built up an extensive practice, mainly dealing with tuber- 
culous joints and the deformities following upon paralyses. 
In the intervals of practice he embarked upon an investi- 
gation of the special anatomical problems associated with 
the structure of the native fauna of Australia. These 
were afterwards to play a predominant part in his life. 
A fervent admirer of John Hunter’s work and principles, 
the idea germinated in his mind that he might possibly 
found in Australia an Anatomical Museum, which would 
deal principally with the Australian monotremes and 
marsupials, and attempt to correlate functional adapta- 
tions and structural change. As his plan developed he 
saw comparative anatomy as a stepping-stone to surgery, 
and his dream eventually was to make the Institute of 
Anatomy at Canberra affiliated with the Royal Australian 
College of Surgeons and comparable to the Hunterian 
Museum at Lincoln’s Inn Fields. 

It was during an early dissection of the deltoid region 
in the koala (Phascolarctos cinereus), illustrated in his 
article on intantile paralysis (British Medical Journal, 
February 24, 1917), that he became especially interested 
in the functional powers of such a well-developed and 
differentiated muscle. Function and structure as the two 
essential correlations of life were. constantly in 
MacKenzie’s mind and inspired his work. Watching the 
koala in its native environment, he carefully observed its 
capacity of raising the arm and hand above the head. 
For a long time he had been worried by the bad results 
which followed upon a severe attack of infantile paralysis 
affecting the muscles of the shoulder girdle and upper 
arm. The wasted almost absent deltoid, with dropped 
head of the humerus, flail shoulder-joint, and dangling 
arm had become a nightmare to him. Out of these 
observations and anxieties was born the acute realization 
of the damaging gravitational effect of the weight of the 
arm and its ultimate preventive—the deltoid or upper 
arm abduction splint for use in all cases of upper arm 
paresis. After careful inquiry I have no doubt that 
MacKenzie was the originator of this splint ; his abduction 
splint was featured in his writings in 1908. The splint 
itself, with full explanation, was sent to an orthopaedic 
congress and exhibition of splints held at Bologna, Italy, 
in that year. 

For several years before 1914 MacKenzie devoted all 
his spare time to dissections of the unique Australian 
animals. I have vivid recollections of days spent in active 
orthopaedic practice, with every evening and every week- 
end devoted to unravelling the anatomical structure of 
the platypus, koala, wombat, echidna, etc. A_ battered 
old copy of Richard Owen’s incomparable work on the 
Comparative Anatomy of the Vertebrates was our in- 
separable companion in this work. At the outbreak of 
war a Valuable collection of dissections had been accumu- 
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jated. Leaving for England early in September, 1914, to 
join the R.A.M.C., 1 took with me the manuscript of 
Colin MacKenzie’s first article to be published in England. 
This was “ The Treatment of Infantile Paralysis: A Study 
in Biology.” An interview with the Editor of the British 
Medical Journal, Sir Dawson Williams, in the old officé 
in the Strand resulted in publication of these results of 
eight years’ work on this subject on January 9, 1915. 
I was also entrusted with a mission to Sir Arthur Keith 
at the Royal College of Surgeons Museum to ascertain 
if room could be found for MacKenzie on the voluntary 
staff. A very gracious reception resulted in MacKenzie 
coming to England, with many of his specimens for the 
Museum, early in 1915, and working with Sir Arthur, 
especially on the cataloguing of war specimens, for two 
years. Realizing early in 1917 the urge to do some 
active surgical work in connexion with war injuries, he 
consulted me about the possibilities of obtaining employ- 
ment at the special Orthopaedic Military Hospital at 
Shepherd’s Bush, London. Having obtained an interview 
with Sir Robert Jones on his behalf, I was able to com- 
plete arrangements for a muscle re-education department 
to be established there with MacKenzie in charge as a 
voluntary worker. In order to counteract enemy propa- 
ganda against British hospitals, he was requested by the 
War Office to write a lengthy article on “ Military Ortho- 
paedic Hospitals,” showing their scope and details of 
work. This was pubiished in the British Medical Journal 
of May 26, 1917. During that year also he wrote The 
Action of Muscles. It was a great pleasure for me to 
collaborate in the manuscript of this work and to go over 
every detail of the text with him. When MacKenzie 
returned to Australia at the end of 1917 I arranged publi- 
cation with Messrs. H. K. Lewis and corrected the proof 
sheets. The reprint, which was required in 1919, was 
entrusted to me as editor. The Action of Muscles was 
an immediate success in England, and many copies were 
also sold in America. Some of the statements aroused 
controversy, but nearly all the criticisms were laudatory, 
and the value of the exposition of the principles of 
muscle re-education has never been questioned. 

After the conclusion of the war MacKenzie devoted 
himself more and more to comparative anatomy. His 
collection of Australian faunal specimens eventually 
became too great to be housed and maintained by any 
private individual. Negotiations were opened with the 
Commonwealth Government for its acquisition as a gift 
to the Australian people. These were successful, and 
culminated in 1924 in an Act of Parliament by which 
the Government of Australia undertook to house and 
maintain the dissections at Canberra, and agreed to 
appeint the donor first director with what amounted to 
a life tenure of the position. Soon after this had been 
accomplished Colin MacKenzie was rewarded by the 
honour of knighthood. In 1930 the collections were 
transferred to Canberra and have since been housed, with 
many other substantial gifts, in the two spacious, well-lit 
museums attached to the Australian Institute of Anatomy. 
This beautiful building occupies a commanding position 
in the new Federal capital. The museums are well 
patronized by the public ; they will be a lasting memorial 
to the vision and genius of one who loved Australia and 
its heritage with all his being. 


Dr. CLAUDE ALFRED HEATH Gee, who has died at the 
age of 61, was an old student at the Bristol General 
Hospital, and after qualifying in 1899 and_hold- 
ing a resident appointment there he began practice at 
Evercreech, Somerset. He took the M.B., B.Ch. degrees 
of the University of Bristol in 1911. The war found him 
a very busy practitioner, but the claims of service in the 
field proved irresistible, and as soon as he could arrange 
for his work to be carried on he joined the R.A.M.C. and 
served in France as a battalion medical officer for one 
year and in Salonika for two years. After the Armistice 
he resumed general practice at Evercreech. Dr. Gee had 


always been interested in dermatology, and in 1923 he 
sold his practice, went to Portbury to live, and joined 
the staff of the Bristol General Hospital as assistant to 
Dr. Kenneth Wills. In 1927 he was appointed physician 
in charge of the skin department at the Children’s Hes- 
pital, and held that appointment at his death. He built 
up a considerable reputation as a dermatologist, and his 
kindness and skill will long be remembered among a 
large circle of patients and coljleagues. Dr. Gee joined 
the British Medical Association in 1912. 


News has been received from Grenada, British West 
Indies, of the death of Dr. G. N. ALexis on June 22 
at the age of 67. Dr. Alexis was one of the oldest 
and most respected members of the Grenada Branch 
of the British Medical Association, and was very regular 
in his attendance at meetings. He will be greatly missed 
by his fellow practitioners of the island. At the annual 
scientific meeting of the Branch, held on June 25, before 
proceeding with ordinary business, a resolution was passed 
placing on record the deep regret of the members at his 
death and tendering sincere sympathy to his family. The 
honorary secretary carried a wreath from members at the 
funeral, which was attended by many other medical 
colleagues. Dr. Alexis joined the Association forty-four 
years ago. 


The late Dr. Lourts Wittiam La Cnarp, who was for 
many years Commissioner of Police, coroner, and magis- 
trate in Northern Nigeria, did not start medicine till the 
age of 53 and some years after his retirement from the 
Service. After studying in Vienna and St. George’s Hos- 
pital he took the L.M.S.S.A. in 1937, and that year was 
appointed a medical officer to the Leeward Islands, where 
he died on July 21, six weeks after landing. To go 
through the medical curriculum at his age required 
courage and perseverance, and his friends will regret that 
he was not given a longer opportunity of showing his 
worth in the profession to which he had been attracted 
all his life. 


We regret to announce the sudden death on August 7 
of Dr. ALFRED GELSTHORPE OSBORN, one of the best- 
known medical practitioners in Windsor, where he had 
worked for over thirty-five years. A student of Guy's 
Hospital, Alfred Osborn graduated M.B.Lond. in 1899 
and B.S. in 1902, between which years he served as house- 
surgeon and clinical assistant at Guy’s and house-physician 
at the Hospital for Sick Children in Great Ormond Street. 
At Windsor he held many appointments: medical officer 
to St. Andrew’s Hospital, Clewer; honorary medical 
officer to H.R.H. Princess Christian’s Infant Nursery ; 
police surgeon, and medical officer and public vaccinator 
under the Berks County Council. He was also a member 
of the Eton College Medical Board, Dr. Osborn joined the 
British Medical Association in 1919 and was an active 
member of the Windsor and District Medical Society. 
He served with a temporary commission as captain 
R.A.M.C. during the war, and afterwards was county 
‘commissioner for the St. John Ambulance Brigade. 


The death took place on August 6 in an Edinburgh 
nursing home of Dr. ALEXANDER SHEARER, who was a well- 
known personality in the North and West of Scotland. 
Born in Glasgow, Dr. Shearer took a medical course in the 
University of that city, where he graduated M.B., C.M. in 
1894. He afterwards settled in Auchtermuchty, where he 
engaged in general practice for a number of years before 
receiving an appointment under the Highlands and Islands 
Medical Services Board some twenty years ago. When 
this Board was merged in the Scottish Board of Health 


. and later in the Department of Health for Scotland Dr. 


Shearer continued his work as Medical Officer for the 
Highlands and Islands. The important development of 
the medical services which has taken place of late in the 
North and West of Scotland has been brought about 
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largely as the result of his energy, planning, and administra- 
tive ability, and this recently received official recognition 
by the award of the O.B.E. He was highly popular both 
among his colleagues in the Department of Health and 
with the officials and people in the remote islands with 
whom his inspecting work brought him into contact. Dr. 
Shearer was a member of the British Medical Association, 
which he joined in 1903. He is survived by a widow and 
daughter. 


Mr. ARTHUR STANLEY BARLING, who died on August 8, 
was the senior magistrate for Lancaster and a past-presi- 
dent of the Royal Lancaster Infirmary.. He was born at 
Belle Grange, Windermere, on November I1, 1863, the 
son of John Barling, and received his education at the 
Leeds Grammar School and the Yorkshire College. After 
obtaining the M.R.C.S. diploma in 1886 and the L.R.C.P. 
in the following year he was house-surgeon and house- 
physician at the General Infirmary at Leeds for twelve 
months, and senior house-surgeon at the North Stafford- 
shire Infirmary, Stoke-on-Trent, from 1889 to 1893. He 
then settled in practice at Lancaster, becoming surgeon to 
the borough and county police and the fire brigade, 
district medical examiner for the Admiralty, and surgeon 
to H.M. Prison at Lancaster Castle. He was for many 
years honorary surgeon to the Royal Lancaster Infirmary, 
and on retiring from the active staff was elected consulting 
surgeon. Mr. Barling joined the British Medical Associa- 
tion in 1889 and for many years was a prominent figure 
in the North Lancashire and South Westmorland Branch, 
serving as honorary secretary from 1904 to 1913, and 
president 1915-19, and again in 1922 ; he had also been an 
associate member of the Border Counties Branch. He 
wrote several papers on abdominal surgery. 


Dr. EtHEL ROSALINE GRIFFITHS died in Hampstead on 
August 8 at the age of 61. While a student at the London 
School of Medicine for Women she won the prizes for 
chemistry and anatomy and the first Mackay scholarship, 
and graduated M.B., B.S.Lond. in 1911, taking the English 
Cenjoint diplomas five years later. The appointments 
she held included those of assistant resident medical officer 
at Lord Mayor Treloar’s Cripples’ Hospital, Alton, assis- 
tant medical superintendent of Middleton-in-Whartedale 
Sanatorium at Ilkley, and senior assistant medical officer 
to Cheshire Joint Sanatorium, Market Drayton. Dr. 
Griffiths joined the British Medical Association in 1929 and 
resigned at the end of last year owing to continued ill- 
health. Her brother is Dr. S. A. E. Griffiths of Southfleet, 
Kent. 


Dr. Ernest JAMES MAXWELL, who died in retirement at 
St. Leonards-on-Sea on August 10, studied medicine at 
Cambridge and Guy’s Hospital. He graduated B.A. in 
1890, obtained the English Conjoint diplomas in 1895, and 
took his M.B. and B.Ch. degrees in 1896. He had been a 
medical missionary under the North African Mission and 
medical officer to the Manchester Medical Mission, and 
was for some time medical superintendent of the Evers- 
field Chest Hospital at St. Leonards. Dr. Maxwell joined 
the Hastings Division of the British Medical Association in 
1923. 


The death of Professor C. E. F. Rascu on July 6 has 
evoked many memories of a man who at one time was 
Denmark’s greatest dermatologist. Born in 1861, he took 
care to broaden his postgraduate medical education on 
general lines for several years before adopting dermatology 
as his specialty. One of his earliest works appeared in 
1889 and dealt with the syphilitic arthropathies. In 1902 
he was put in charge of the dermatological polyclinic of 
the Frederiks Hospital, and in 1906 he was attached to 
the University of Copenhagen, first as a “ docent” and 
later as professor. It was mainly as a clinician that he 
made his mark, and he did much to classify and throw 
light on the diseases of the skin of artificial origin. It 
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was no secret that he was the first to define that form of 
prurigo which is now commonly associated with the name 
of Besnier. He also undertook pioneer work with regard 
to light dermatitis and certain hysterical skin diseases, 
Much of his work on the mycoses was also original, and 
he was courageous in his advocacy of large doses of 
salvarsan in the treatment of syphilis. He will long be 
remembered as an inspiring teacher. 


Dr. FRreperick TILNey, a_ neurologist and neuro- 
anatomist of international reputation, died on Center 
Island, New York, on August 7, at the age of 62. For 
some considerable time he had been in indifferent health. 
Born in Brooklyn on June 4, 1876, he studied at Yale 
University and at Long Island College Hospital, where he 
took the M.D. in 1903. In the same year he went to 
Berlin to work under the neurologist Hermann Oppenheim. 
At Columbia University he started his long and dis- 
tinguished career with an appointment as instructor in 
anatomy in 1909, when he came into intimate contact wiih 
that master anatomist, George Sumner Huntington. Five 
years later he became professor of neurology, and in 1935 
was offered the medical directorship of the Neurological 
Institute, which had been moved to its new home at the 
Columbia-Presbyterian Medical Center in 1929. One ol 
the greatest authorities of his day on the brain, Tilney 
was a prodigious worker and a prolific, elegant, and 
charming writer of books and articles which were pub- 
lished chiefly in the Archives of Neurology and Psychiatry, 
the Transactions of the American Neurological Assccia- 
tion, the Bulletin of the Neurological Institute, and the 
Journal of Comparative Neurology. His book The Brain 
from Ape to Man is a neurological classic. Criminolegy 
in its medico-psychological aspects was one of his 
favourite studies, and he devoted much of his time to the 
probiems presented by juvenile delinquents. In 1929 he 
delivered the Weir Mitchell Oration before the College of 
Physicians of Philadelphia, taking as his subject “* The 
structural basis of behaviorism.” His researches into the 
structural evidence of evolution in the brain of apes and 
man more than once led him into conflict with the 
Church. He repeatedly pleaded for the establishment 
of a brain institute, which, as he told the New Yerk 
Academy of Medicine in 1928, “liberally supported and 
effective, would prove an incomparably more profitable 
investment for civilization than the most powerful battle 
fleet that ever sailed the seas.” 


Dr. HaroL_D DiCKINSON SENIOR, professor of anatomy at 
New York University 1910-36, died after a_ prolonged 
illness in New York City on August 6, aged 67. Born at 
Croydon in 1870, he took the M.D. at Durham University 
in 1895 and in the same year obtained the Fellowship of 
the Royal College of Surgeons of England. After serving 
as demonstrator of anatomy and as medical registrar at 
Charing Cross Hospital, he was appointed demonstrator in 
the anatomical department of the Medico-Chirurgical 
College at Philadelphia in 1902. Before going to New 
York University he worked for some time at the Wistar 
Institute and at Syracuse University. 


Dr. FREDERICK PETERSON (* Pai Ta-Shun™), who died 
in New York City on July 9 at the age of 79, was one 
of America’s most eminent neurologists. A connoisseur 
of the finer things in life, his collection of Chinese paint- 
ings was one of the most complete in the country, and 
of his poetry “The Sweetest Flower that Blows” is 
widely known as a popular song. 


Dr. Potyvius N. CoryLuos, director of surgery at the 
Sea View Hospital, Staten Island, New York, and formerly 
professor of clinical surgery at the Cornell Medical 
School, died on July 26 at the age of 57. At one time 
Surgeon General in the Greek Army, in 1923 he went to 
America, where he specialized in thoracic surgery. 











TISH 
PURNAL 
orm of 
e name 
regard 
iseases. 
al, and 
ses of 
ong be 


neuro- 
Center 
. For 
health. 
it Yale 
here he 
vent to 
‘nheim. 
id dis- 
ctor in 
ct with 
Five 

in 1935 
Nogical 
at the 

One ol 
Tilney 
it, and 
e pub- 
hiatry, 
sscocia- 
nd the 
> Brain 
nolegy 
of his 
to the 

929 he 
lege of 
* The 

ito the 
es and 
th the 
shment 
York 
ed and 
Yfitable 
battle 


omy at 
longed 
Sorn at 
versity 
ship of 
serving 
trar at 
ator in 
urgical 
» New 
Wistar 


o died 
as one 
oisseur 

paint- 
y. and 


vs” 1S 


at the 
rmerly 
ledical 
e time 
fent to 











Avucust 20, 1938 





Nova et Vetera 


MEDICAL NEWS 





Tue Baitisu 
MEPDscAL JOURNAL 433 





Medical News 











— 


THE AFFAIR OF THE “1613” PRINTING OF 
JOHANNES RUMELIN’S *“* CATOPTRON” 


This is the title of a scholarly and _ well-illustrated 
article by Dr. W. B. McDaniel,’ Librarian of the College 
of Physicians of Philadelphia, and follows up the dis- 
covery in the College’s Library of a copy of this rare 
first edition of Riimelin or Remmelin’s (1588-1680) 
Catoptron Microcosmicum, or Microcosmic Mirror, a 
set of three large-folio-size anatomical plates employing 
the device of superimposed flaps, perhaps first suggested 
by Vesalius in his Epitome (1540). This first edition of 
the Catvoptron has commonly been regarded as a 
plagiarism by the publisher, Stephan Michelspacher of 
Ulm and Augsburg, though Garrison (1929) briefly rejected 
this legend. Dr. McDaniel tentatively suggests that the 
perhaps unintentional originator of the reflection on the 
publisher's honesty was James Douglas, who, in_ his 
Bibliographiae anatomicae Specimen (1734), quoted from 
Riimelin’s preface to the 1619 edition that he had not 
contemplated publication of the Catoptron, but had 
“fashioned it only for his own use, in order to view many 
parts by means of a few and to call to mind a variety of facts 
through the aid of summaries: but it so happened that the 
general talk of it among his friends caused the work to be 
wrested away from him for inspection and circulation, until, 
through their persuasion and at their expense, it began to be 
published, without his knowledge. and so to be enjoyed like 
an unripe fruit; but when he discovered that it abounded in 
defects, and teemed with numerous intolerable errors made 
by the engraver and printer, he again, albeit unwillingly, took 
up the work which he had designed 14 years earlier, 
revised it, and thus offered it in another dress.” 


In 1931 Karl Schadelbauer pointed out that in 1615 
Michelspacher, in the dedication of a book to Riimelin, 
made it clear that Riimelin gave permission for the 1613 
edition to be published, but with singular . modesty 
declined to allow his name to appear, though his 
portrait and crest might well have given the reader the 
clue to the authorship. After discussion of the reasons, 
such as the occurrence of errors in the 1613 edition, for 
Riimelin’s conduct, Dr. McDaniel concludes that the 
publisher should no longer be regarded as the villain of 
the piece, though no doubt both author and publisher 
were difficult customers. It may be added that it is not 
unknown for the first edition of a book to be sent up 
as a hallon d’essai, and then when success calls for a 
second edition for the author's name to appear on the 
title page, as Samuel Johnson suggested in reference to the 
unauthorized editions of Sir Thomas Browne's Religio 
Medici (1642), 

“a stratagem by which an author, panting for fame and yet 
afraid of seeming to challenge it, may at once gratify his 
Vanity and preserve the appearance of modesty.” 


One hundred years ago Charles Edouard Brown-Séquard, 
then aged 21, left his native town, Port Louis on the island 
of Mauritius (at that time a French colony), where he had 
been a clerk in the general store, to show his plays and 
novels to the literary critic Charles Nodier in Paris. On 
receiving the shrewd advice to try a surer means of obtaining 
a livelihood, such as medicine, Brown-Séquard, after the 
bitterness of disillusionment had passed, obediently embarked 
on a medical career which was to bring lustre to his name in 
France. England, and America. Curiously enough, at the 
same age Claude Bernard submitted his play Arthur 
de Bretagne to Saint-Marc Girardin, to have his literary 
ambitions crushed with the identical advice. 





McDaniel, W. B. (1938). Trans. Studies Coll. Phys. Phila., 4 s., 





The fifty-first annual conference of the Sanitary Inspectors 
Association will be held at Edinburgh from September 5 to 10, 
under the presidency of Sir Leonard Hill, F.R.S. The pro- 
gramme includes discussions on shell-fish and the laboratory 
control of milk supply. 


The first meeting of French-speaking microbiologists will 
probably be held in the middle of October at the Pasteur 
Institute, Paris. Further information can be obtained from 
Drs. Pierre Lépine or Prévot, Institut Pasteur, 25, Rue du 
Docteur-Roux, Paris. 


The annual meeting of the Society of German Urologists will 
be held -at Eisenach, and not in Vienna as previously arranged, 
from October 6 to 8 under the presidency of Professor 
Boeminghaus of Frankfort. The subjects for discussion will be 
urology in infancy and early childhood ; nephritis, nephrosis, 
and nephrosclerosis: the importance of allergy in urology ; 
relief of pain in urology: and interruption of pregnancy on 
urological grounds. Further information can be obtained from 
Dr. Karl Heusch, Rudolf Virchow Krankenhaus, Berlin. 


The third Combined Congress of Tropical Medicine and 
Malaria will be held at Amsterdam from September 26 to 
October 1. 


The 250th anniversary of the birth of John Freke was 
mentioned in these columns on June 25. Sir D'Arcy Power 
tells us that John Freke’s chandelier now hangs over the stair- 
case of the Great Hall of St. Bartholomew's Hospital: it was 
removed from the steward’s office some years ago and is 
opposite the Hogarth paintings for which Freke chose the 
figures from hospital patients. 


The July issue of Surgery, Gynecology and Obstetrics is 
devoted to the memory of the late editor, Dr. Allen B. Kanavel, 
whose death was announced in the Journal of July 16. 


Volume XVI of the Guide to Current Official Statistics has 
just been published by the Permanent Consultative Committee 
on Official Statistics. It is a systematic survey of the statistics 
appearing in all official publications issued in 1937, and pro- 
vides a ready means of ascertaining the nature of the informa- 
tion available on any subject and the official publication in 
which it is contained. The Guide contains 406 pages, and is 
obtainable from the sales offices of H.M. Stationery Office, or 
through any bookseller, price Is. (by post Is. 5d.). 


A map of the United States published in the Journal of the 
American Medical Association for July 16 shows that 98.5 per 
cent. of the population live within thirty miles of a hospital. 


The June issue of the Bulletin de Office International 
d'Hygiéne Publique contains articles on yellow fever, psittacosis 
in Germany, England and Wales, acute and chronic rheuma- 
tism in Italy, and dental fluorosis in the United States. An 
illustrated supplement is devoted to the prophylaxis of leprosy 
in the French Colonies. 


A Leverhulme Research Grant has been awarded to Dr. 
Gerald EF. Friend for an inquiry into gain. and loss of weight 
of 5,000 boys in day and boarding school during term and 
holiday as a possible manifestation of fatigue. 

The membership of the newly formed London Manchester 
Medical Society is steadily rising, but the committee is con- 
vinced that a considerable number of ex-Manchester men in 
practice in and around London are still unaware of its exist- 
ence. The purpose of the society is to bring together old 
Manchester students, and intending members are urged to 
communicate with ihe secretary, Mr. Albert Davis, F.R.C.S., 
93, Harley Street. 


Dr. W. E. Thompson, said to be the oldest practising 
physician in the United States of America, celebrated his 
103rd ‘birthday on July 6 at Bethel, Ohio. Oddly enough, 
poor health prevented him from entering the army as a 
surgeon during the Civil War. 
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Frederick William Vanderbilt, grandson of Commodore 
Cornelius Vanderbilt, died on June 29 at Hyde Park, New 
York, aged 82. A graduate of the Sheffield Scientific School 
at Yale University, he gave millions of dollars for philan- 
thropic purposes. He helped to build the Sloane Hospital for 
Women in New York City, and the Vanderbilt Clinic of the 
Columbia-Presbyterian Medical Center is named after him. 
Retiring by nature, he had been in ill-health for several years. 

For the first time in its history the Trudeau Medal of the 
National (American) Tuberculosis Association has _ been 
awarded to a woman, Dr. Florence Barbara Seibert of the 
Henry Phipps Institute, University of Pennsylvania. 

The number of medical students in German universities has 
been restricted to 6,000 in Berlin, 2,700 in Cologne, 4,800 in 
Munich, 2,500 in Leipzig, 2.400 in Miinster, 1,700 in Hamburg, 
1,600 in Frankfort, and 600 in Diisseldorf. 


Dr. Turchmi, honorary 
hospitals, has undergone his 
cancerous radiodermatitis. 

The first woman doctor in Persia has recently been qualified. 
She received her medical education in Paris. 

By order of the President of the Turkish Republic the 
celebrated harem of Aga Ismail at Istanbul has been con- 
verted into an obstetrical clinic containing 200 rooms. 

The widow of Dr. Chaboux, honorary physician to the 
Rouen hospitals, has bequeathed 100,000 francs to the French 
Medical Association. 


electroradiologist to the Paris 
eighteenth operation for 


EPIDEMIOLOGICAL NOTES 
Poliomyelitis 


During the first six months of 1938 the number of cases 
of acute poliomyelitis was higher than the corresponding 
figures for 1937 in England, Germany, and Hungary, while in 
most of the other countries of Europe and the United States 
fewer cases were notified than in 1937. The increase in 
England and Wales was observed in the early weeks of July. 
the notifications for the four weeks ending July 9, 16, 23, and 
30 being 7 (1), 9 (1), 30 (9) and 41 (8) respectively. The figures 
in parentheses refer to the numbers notified in the county of 
Essex, where the first outbreak of importance appeared. In 
the week ended August 6 the figures rose to 61 (16): these cases 
were distributed thus: Essex 16 (Braintree 8, Halstead 6, Chelms- 
ford 1, Dagenham 1); Lincolnshire 10 (Grimsby 6, Administra- 
tive County 4); Glamorgan 6 (all in Swansea); Surrey 4 
(Farnham 3, Beddington and Wallington 1): Sussex 4 (all in 
Worthing) : Carmarthen 4 (Carmarthen 3, Kidwelly 1): County 
of London 3; East Riding of Yorkshire 2 (both in Kingston- 
upon-Hull) ; Bedford 2 (both in Luton); Berkshire 2 (Reading 
1, Easthampstead 1); 1 each in Cornwall, Cumberland, Derby, 
Durham, Hertford, Leicester, Salop, and Suffolk. In Germany 
during the four weeks-ended July 23 the figures reported each 
week were 35, 38, 40, and 62 respectively ; of these 62 cases, 
11 occurred in Wiirtemberg, 8 in Saxony, and 17 in Bavaria. 
In Hungary, of the 47 cases reported between July 17 and 
August 6, 25 occurred during the last week of July, including 
9 in Szaboles Department and 5 in the Department of Jasz. 


Enteric Fever : Small-pox 


During the week under review the incidence of typhoid 
fever rose from 32 to 49, of which 24 (in 23 cases the disease 
was confirmed) belong to the Farnworth (Lancs) outbreak ; 
in the week following 9 additional cases were removed to 
hospital and several more suspected cases were reported to the 
health authorities. Another death in this week brings the 
total number to 3. Although the source of the infection has 
not been determined, it is probable that the later notifications 
do not belong to the primary crop, but have followed on 
infection derived from those already in hospital. 

During this same week also 3 cases of small-pox were 
notified in the Urmston urban district (Manchester). 
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Diphtheria and Scarlet Fever * 


Notifications of diphtheria in England and Wales during the 
week ending August 6 fell from 1,007 to 825, and in London 
from 154 to 113. There was a rise in the notifications for 
Scotland-——126 as against 106—but in Eire an appreciable drop 
was noted—39, compared with 46 in the previous week ; in 
Northern Ireland, on the other hand, there was an increase— 
20, as against 14 in the previous week. Deaths from diphtheria 
in the 126 Great Towns of England and Wales fell from 19 
to 16, while in London there were no deaths, compared with 3 
in the previous week ; of the 16 deaths recorded in the 126 
Great Towns 2 each occurred in Manchester (3), South 
Shields (2), Norwich (0). There was 1 death from diphtheria 
—in Aberdeen (0)—in the 16 principal towns of Scotland 
during the week. There was a drop in the notifications of 
scarlet fever in England and Wales and in London during the 
week—1,248, compared with 1,553, and 112, compared with 
128, respectively ; both these figures were well below the 
median values for the last nine years. There were 2 deaths 
from scarlet fever in the 126 Great Towns during the week— 
1 each in London (1) and Acton (0). 


Primary and Influenzal Pneumonia 


There was a decrease in the notifications of primary and 
influenzal pneumonia in England and Wales during the week 
under review—423 as against 589—and in London—40 as 
against 43; both.these figures were less than the median 
values for the last nine years. 


Summary for the Four Weeks ended July 30 


In the four weeks ended July 30, 1938, 6,846 cases of 
scarlet fever, 4.105 cases of diphtheria, 2,016 cases of primary 
pneumonia, and 88 cases of enteric fever were notified in 
England and Wales. The notifications of scarlet fever, 
diphtheria, primary pneumonia, and enteric fever were 104 per 
cent., 112 per cent., 105 per cent., and 41 per cent. respectively 
of the expected numbers (deduced from the median values of 
the corresponding weeks of the years 1929-37). 


Measles and Whooping-cough 


The incidence of measles in England and Wales continues 
to decline. During the week under review there were 3 deaths in 
the 126 Great Towns, compared with 5 in the previous week— 
1 each in Kingston-upon-Hull (0), Leeds (1), Plymouth (0). 
The average daily admissions to the L.C.C. fever hospitals 
were 6, as against 8 in the previous week. Notifications 
dropped in six of the metropolitan boroughs in which measles 
is notifiable, remained the same in three, and rose in two— 
Shoreditch 7 (2) and Stepney 4 (2). In Scotland the figures 
for measles rose from 62 to 66 in the week under review; 
of the 66 cases, 24 (31) occurred in Kirkcaldy, 22 (20) in 
Dunfermline, 10 (1) in Edinburgh. There was an appreciable 
decrease in the figures for Northern Ireland during the week 
—4 (all in Belfast), compared with 14 in the previous week. 
In the 126 Great Towns of England and Wales there were 5 
deaths from whooping-cough during the week, compared with 
7 in the previous week: | each occurred in Gateshead (0), 
Liverpool (0), Manchester (0), Birmingham (1), and Wallasey 
(0). In Scotland 27 (25) cases of whooping-cough were noted 
—21 (18) of which were in Glasgow—and 3 deaths (all in 
Glasgow). 

Cholera 


During the week ended August 6, 1,265 cases of cholera 
and 254 deaths from this disease were reported in Shanghai, 
and in Hong Kong 30 cases with 17 deaths. Further increases 
in the incidence of cholera were noted in the Central Provinces 
—6,078 cases with 2,987 deaths—in Bombay (Presidency )}— 
287 cases with 113 deaths—and in the North-West Frontier 
Province—70 cases with 36 deaths. 





* Except where otherwise mentioned, figures in parentheses refer 
to the week preceding the one under review. 
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iii INFECTIOUS DISEASES AND VITAL STATISTICS 


gen We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended August 6, 1938. 

s tor 

le drop Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for : (a) England and Wales 
ne tg London included). (b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. Median values for the 
—; © last 9 years for (a) and (b). 

rease— 

ntheria Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : (a) The 126 great towns (124 in 1937) 


19 in England and Wales (including London). (b) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 
rom 13 principal towns in Eire. (e) The 10 principal towns (9 in 1937) in Northern Ireland. 
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Letters, Notes, and Answers 





should be 


All communications in regard to editorial business 
B.M.A 


addressed to THe EDITOR, British Mepicat JOURNAL, 
House, Tavisrock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square W.C.1, on receipt of proots. 
Authors overseas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

All communications with reference to ADVERTISEMENTS should 
be addressed to the Advertisement Manager. Orders for copies 
of the Journal and communications with reference to subscrip- 
tions should be addressed to the Secretary, B.M.A. House, 
Tavistock Square, WC.1. 

The TetepHONeE Numper of the British Medical 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, 


Westcent, London. 


Association and 


Aitivlogy 


SECRETARY, Medisecra Westcent, London. 
The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 


Edinburgh), and of the Office of the Irish Free 
Union (1.M.A. and B.M.A.), 18, Kildare Street, 
Bacillus, Dublin; telephone 62550 Dublin). 


phone 24361- 
State Medical 
Dublin (telegrams: 


QUERIES AND ANSWERS 


Hypertrichosis 
would like suggestions for treatment of hair on chin 
in a lady of 30. She has had electrolysis twice at a beauty 
parlour with no benefit. A_ radiologist does not advise 
x rays. Is there any centre in London or the provinces for 
treatment of such cases? 


** Typhoid Mary ” 


Dr. J. D. RoLLesTON writes: Dr. J. Rosslyn Earp, who kindly 
answered my query about this interesting person some 
weeks ago (see Journal, June 4, p. 1247), has been good 
enough to send me further information about her as 
follows: “I have just received the following memorandum 
from Dr, Stebbins: * Since I informed you as to the recent 
history of Typhoid Mary I find that I was in error in 
stating that she had died. My informant was apparently 
in error and I failed to check up the truth of the statement. 
1 find that Typhoid Mary recovered somewhat following 
a cerebral haemorrhage approximately a year ago, and is 
at present a bed patient at Riverside Hospital in New 
York City.’” 


“EC.” 


Income Tax 
Motor Car Expenses 
‘Ww. S.” had two cars in 1937, both used in the practice. 
One was sold in Jure, 1937, for £20; the other was taken 
over at £80 in part-exchange for a new car—list price £240 
—in October, 1937. What amount can be deducted from 
the receipts for 1937-8? 

“* The original price of the car sold in October, 1937, 
less £80. As the other car was not replaced no allowance 
is due. We assume that annual depreciation was not 
claimed. If so, the result is unfortunate, and this case 
illustrates a point we have called attention to on previous 
occasions—that is, that the failure to claim depreciation 
often leads to pecuniary loss. ; 


. 


Expenses as Part-time M.O.H. 


“CAR ™ gave up practice owing to ill-health and is working 
for the Ministry of Health on a sessional basis. His duties 
take him to different towns, and it is imperative that he 
uses his car for travelling to the various towns. How does 
he stand as regards a car allowance? 


** Our correspondent is entitled to a deduction repre- 
senting the actual cost of travelling—probably the best 
estimate will be on a mileage basis. In the event of the 
local officials objecting that no allowance is due for the 
expense of travelling to the place where the work is per- 
formed, “CAR ™ should point out that the work he does 


LETTERS, NOTES, AND ANSWERS 
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comes under one appointment, not one for each particular 
piece of work, and that cost of travelling ts always allowed 
in such circumstances. 


LETTERS, NOTES, ETC. 


Thomas Annandale 

Professor G. Grey TURNER (Taplow, Bucks) writes: May | 
draw attention to a small error which has crept into your 
note at the end of Nova et Vetera on page 360 of the 
Journal of August 13. Thomas Annandale was appointed 
Regius Professor of Clinical Surgery in Edinburgh, not in 
1871 as you state, but in 1877. This was the year in which 
Sir William Fergusson died, and Lister accepted the invitation 
to come to London to succeed him as Professor of Clinical 
Surgery in King’s College Hospital. Curiously enough this 
mistake as to the date has crept into the notice of Annan- 
dale in Plarr’s Lives of the Fellows of the Royal College o} 
Surgeons. Incidentally, may I say that Professor Annandale 
was the second son of Thomas Annandale, who practised at 
Newcastle-on-Tyne and was surgeon to the infirmary in 
that town from 1854 to 1866. It was at Newcastle that the 
Edinburgh professor received his baptism in practical 
surgery. 


Sensitiveness to Bee Stings and Ant Bites 


Dr. C. McGuire (Dooars, Bengal) writes: In the case 
described by Dr. F. Alexander in the Journal of June 18 
(p. 1348), death may have been due to the patient being 


sensitized to the poison. of the wasp and not to the amount 
of poison injected. In 1934 I was called to see a tea- 
planter’s wife who had suddenly collapsed. When I saw her 
she had regained consciousness, and there was an extensive 
urticarial eruption all over the body: the pulse was very 
feeble and the rate 130. On being questioned as to her diet 
that day she mentioned that she was stung by a bee an 
hour previously. As she had previously reared bees in 
Scotland and been frequently stung without any symptoms 
she never thought anything about it. I gave her an injec- 
tion of adrenaline and the symptoms quickly subsided. | 
advised her to keep a syringe and some ampoules of 
adrenaline in the house in case she was stung again, as 
she had now become sensitized to bee stings. Between 
1934 and 1937 she was again stung by a bee, and on two 
occasions by ants, and in each case the symptoms recurred 
and subsided after adrenaline administration. In 1938 
about a month ago, she was once again stung by a bee, but 
this time nothing happened and no adrenaline was required 
In 1933, a year before the first bee sting. she was treated 
for a severe attack of bacillary dysentery, which may have 
caused her to become sensitized to bee stings and ant bites; 
now she has become desensitized. 


Fountain Pen Found 


Mr. MicHatt COHEN (10, Fairway, Prestwich, Manchester) 
writes to say that his daughter wishes to restore to its owner 
a fountain pen found by her. The pen is evidently a 
keepsake, and has a gold band inscribed “ Dr. J. Johnston, 
From L.C.H. Patients, 1935.” 


Corrigenda 
The first line of Surgeon Lieutenant-Commander D. F. 
Walsh’s paper on “ Treatment of Gonorrhoea with Uleron,” 
published in the Journal of July 30 (p. 215), should read: 
“A case record and clinical observations on forty-three 
cases, etc. .” and line 48 in column i of page 217 should 
read: “feel that at least two five-day, or even seven-day ”. 


The General Superintendent of the Prince of Wales's Hospital, 
Plymouth, writes as follows with reference to an item pub- 
lished last week (p. 379, col. ii, line 10) in the report of the 
meeting of Council of the Royal College of Surgeons of 
England at which certain hospitals were recognized under 
the Fellowship regulations. The position is as follows: 


This hospital consists of three amalgamated hospitals, 
of which the former Royal Albert Hospital at Devon- 
port is one. It is to thts hospital that the time 


limit of the recognition of the Royal College of Surgeons 
applies, and not also to the Plymouth sections as your 
notice would indicate. In this sense 1 consider the 
notice to be misleading; had the words * Plymouth and” 
been omitted the reference would have been quite in order, 
as it is a fact that the post referred to at Devonport is recog- 
nized only until! December next. although as a result of 
alterations that have recently been made there we hope that 
recognition will be permanently granted after a further 
inspection by the Royal College of Surgeons. 








